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The American Speech Correction Association 
Presents 
THE HONORS OF THE ASSOCIATION 
to 


(a eee 7 -_ - — . - - tore 


, 
| 
f 





WENDELL JOHNSON 


On recommendation of the Committee of Association Honors, the Council of 
the American Speech Correction Association voted unanimously that: the 
Honors of the Association for distinguished contribution to the field of speech 
correction be awarded to Dr. Wendell Johnson, a statement of this award to be 
published in the March, 1947, issue of the Journal of Speech Disorders, to- 
gether with a portrait of Dr. Johnson and a summary of the achievements for 


which the award is granted. 
F 9 -Action of the Council, American Speech Cor- 


rection Association, Chicago, Illinois, Decem- 
ber 30, 1946. 
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WENDELL JOHNSON 


I. _BioGRAPHICAL SUMMARY 
Johnson, Wendell, speech pathologist, au- 


thor; b. Roxbury, Kansas, April 6, 1906; 
s. Andrew R. and Mary (Tarnstrom) J.; 
m. Edna Bockwoldt, May 31, 1929; chil- 
dren, Nicholas, Katherine Louise. 

Graduated from Roxbury, Kansas, public 
schools, 1924; attended McPherson College, 
1924-26; attended University of Iowa, re- 
ceiving B.A. degree, 1928, M.A. 1929, and 
Ph.D. 1931. 

Research Assistant, Adult Education and 
Speech Pathology, University of Iowa, 
1928-31; Research Associate, 1931-37; As- 
sistant Professor, 1937-39; Associate Pro- 
fessor, 1939-45; Professor of Speech, Psy- 
chology and Child Welfare since 1945; Di- 
rector, University of Iowa Speech Clinic 
since 1943. 

Fellow, American Speech Correction As- 
sociation (Chairman, Foundations Commit- 
tee, Editor, Member of Council); Presi- 
dent, Society for General Semantics; Mem- 
ber, American Psychological Association, 
Speech Association of America, American 
Association of University Professors, 
American Dialect Society, Sigma Xi, Phi 
Beta Kappa, American Association for the 
Advancement of Science, lowa Academy of 
Science. 

Consul: ant, Special Education, Iowa State 
Departme’ of Public Instruction. 

Author. Because I Stutter, 1930; Influ- 
ence of Stuttering on the Personality, 1932; 
Clinical Ma...al for Stutterers, 1934; Lan- 
guage and Speech Hygiene, 1939; People 
in Quandaries: The Semantics of Personal 
Adjustment, 1946; technical and- general 
articles and monographs. Book reviewer: 
Chicago Sun Book Week; Editor: Inter- 
State Special Education Series, since 1943; 
Journal of, Speech Disorders, since 1943, 
Associate Editor: ETC.: A Review of Gen- 
eral Semantics, since 1943. 


II. ContTRIBUTION To SPEECH 
CoRRECTION 


Dr. Wendell Johnson has made 4 
very significant contribution to the 
field of speech correction. This has 
been done in a variety of ways. Of 
major importance are his own writ- 
ings. Starting with Because I Stut- 


ter and continuing through his recent- 
ly published People in Quandaries, 
they have included sixty professional 
and thirty general articles and books, 
plus a large number of book reviews 
and miscellaneous articles. These writ- 
ings have greatly enlarged the knowl- 
edge about and stimulated thought and 
research in speech pathology. Of great 
importance, too, are the research 
studies in speech correction which he 
has directed. These include eighty- 
five M.A. and eleven Ph.D. projects. 
As Editor of the Journal of Speech 
Disorders, Dr. Johnson has done 
much to raise that journal to a posi- 
tion of eminence among the profes- 
sional publications of the nation. For 
years Dr. Johnson has been an active 
and zealous worker in the American 
Speech Correction Association, pro- 
moting the activities of that organiza- 
tion and participating extensively in 
the work of its council and commit- 
tees. 

Coming up through the ranks, he 
has run the gamut from student in 
to Director of the Speech Clinic at the 
University of Iowa. There he has vig- 
orously promoted research in speech 
correction and has developed signifi- 
cant methods for the application of 
speech correction principles to persons 
afflicted with speech defects. Through 
all his work and activity and through 
his own enthusiastic sincerity and de- 
votion to the welfare of speech defec- 
tives, Dr. Johnson has been a major 
constructive influence in the field of 
speech correction. As a man he is 


‘rated high among his professional 


colleagues. He is genial, sympathetic, 
understanding, loyal, gracious, pos- 
sessed of a genuine sense of humor, 
and at all times devoted to a sane 
perspective. 
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RETIRING PRESIDENT 
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CLARENCE T. SIMON 


Resolved: That the American Speech Correction Association express warm ap- 

preciation and admiration of its retiring president, Professor Clarence T. Si- 
‘mon. Professor Simon has fostered constructively the relationships of the 

Association with other professional and learned societies, he has conducted the 

internal affairs of the Association with a very high degree of competence, and 

he has provided, through his integrity, good will, and professional stature, a 

quality of leadership of which the Association is proud. F 


—The American Speech Correction Association, 
in convention at Chicago, Illinois, Dec. 30, 1946. 
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REPORT OF THE CONVENTION OF THE 
AMERICAN SPEECH CORRECTION 
ASSOCIATION 


CHICAGO, ILLINOIS 
December 29-31, 1946-January 1, 1947 


I. Counci, MEETINGS 


December 29, 1946, 1:30 p.m. 

Council members present at this meeting 
were Clarence T. Simon (presiding), Hil- 
dred Gross, Ernest Henrikson, Harry J. 
Heltman, Wendell Johnson, Herbert Koepp- 
Baker, George Kopp, D. W. Morris, and 
Martin F. Palmer. 


Decisions on Time and Place t Future 
Annual Meetings: It was moved by John- 
son and seconded by Palmer that a com- 
mittee be appointed to cooperate with rep- 
resentatives of $.A.A. and A.E.T.A. in an- 
alyzing a questionnaire on time and place 
of future meetings and to report back to 
the Council. Motion passed. 

It was moved by Morris and seconded by 
Johnson that it be recommended that 
A.S.C.A., A.E.T.A. and S.A.A. agree on 
the following three-year plan concerning 
conventions involving joint meetings: 


1947—Salt Lake City, December °29, 
30, 31. 
1948—Washington, D. C., Christmas 
holidays. 

1949—To meet at some other time than 
the Christmas holidays, the time and place 
to be selected. Motion passed. 

Secretarial Report: It was moved by 
Johnson and seconded by Kopp that the 
Secretarial Report by. Morris be adopted 
with commendation. Motion passed. 


Report on Journal of Speech Disorders: 
It was moved by Palmer and seconded by 
Heltman that the matter of increasing the 
allotment to Journal publication be given 
serious consideration. Motion passed. 

The report of the Editor of the Journal, 
Wendell Johnson, was accepted. 

Bogue Institute; It was moved by John- 
son and seconded by Palmer to reconsider 
the decision to publish the Better Business 
Bureau report on the Bogue Institute. Mo- 
tion passed. 

On reconsideration, the original mo- 
tion, which was passed at the 1945 meeting 
of the Council, was rescinded. 

Report of Committee on Education: It 
was moved by Henrikson and seconded by 
Kopp that the list of Associate members be 


published separately in the Directory, the 
exact form of publication to be determined 
by the Editor. Motion passed. 


Members with Special Training in Hear- 
ing: It was moved by Palmer and seconded 
by Johnson that the Council authorize the 
Committee on Education to act as its agent 
during 1947 in adjusting membership quali- 
fications to make possible constructive ac- 
tion on membership applications of indi- 
viduals in the hearing field, revising appli- 
cation blanks and taking such other action 
as may be necessary, the actions of the 
Committee on Education pursuant to this 
motion to be subject to review by the Coun- 
cil at the next annual meeting. Motion 
passed. 

Validation of Applications: It was moved 
by Palmer and seconded by Kopp that the 
Committee on Education be instructed by 
the Council to devise a procedure for vali- 
dative statements of experience qualification 
for Clinical and Professional Membership, 
the procedure to be reviewed and acted on 
by the Council at its next annual meeting. 
Motion passed. 

Amendment of By-Laws: It was moved 
by Palmer and seconded by Kopp that the 
Secretary-Treasurer be instructed by the 
Council to remove from the By-Laws any 
and all references to the provision for at- 
testation by sponsoring Professional mem- 
bers and Fellows of unspecified qualifica- 
tions of applicants for all grades of mem- 
bership. Motion passed. 

Honorary Fellows: It was moved_by 
Johnson and seconded by Kopp that Fel- 
lows who have been and shall trom now on 
be elected on an honorary basis as pro- 
vided in Section IV :C of the By-Laws shall 
be indicated in the published directory as 
Honorary Fellows. Motion passed. 

Foundations Committee: It was moved 
that the words ‘Speech Pathology Research 
Foundation’ be changed, where they appear 
in the constitution and program of the 
Foundation, to ‘Speech Correction Research 
Foundation.’ Motion passed. 

It was moved by Heltman and seconded 
by Koepp-Baker that Johnson take care of 
editorial corrections in the constitution of 
the Speech Correction Research Founda- 
tion. Motion passed. 
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REPORT OF 1946 CONV 


It was moved by Heltman and seconded 
by Henrikson that the report of the Foun- 
dations Committee be approved, including 
the adoption of the constitution of the 
Speech Correction Research Foundation. 
Motion passed. 

Proposed Book on Stuttering to be Pub- 
lished by N.S.C.C.A.: It was moved by 
Koepp- Baker and orenmeee by Kopp that a 
committee of the A.S.C.A. be appointed to 
prepare a booklet aa parents and other lay- 
men on the subject of stuttering for the use 
of the N.S.C.C.A., the booklet to be fi- 
nanced by the N. S.C.C.A. Motion passed. 


Honors of the Association Committee: A 
report, consisting of the recommendation 
that the Honors of the Association be 
awarded to Wendell Johnson, was unani- 
mously passed. 

Committee on Exchange of Materials: It 
a as moved by Koepp-Baker and seconded 
by Johnson that a member of the A.S.C.A. 
be appointed to serve as a member of a 
joint committee with representatives from 
S.A.A. and A.E.T.A. Motion passed. 

Statement in S.A.A. Directory; It was 
moved by Johnson and seconded by Henrik- 
son that the statement presented to Simon 
to be published at the head of the Directory 
of the Speech Association of America, upon 
action to that’ effect by the Speech Associa- 
tion of America, be approved and so re- 
ported to the Speech Association of Amer- 
ica with a statement of appreciation of the 
cooperation of that organization. Motion 
passed. 

Bond for Secretary-Treasurer: It was 
moved by Morris and seconded by Palmer 
that the Treasurer’s bond be increased from 
$2,000 to $4,000. Motion passed. 

Budget Committee: It was moved by 
Palmer and seconded by Johnson that a 
permanent Budget Committee be set up, 
with the president and secretary-treasurer 
to serve as ex-officio members, the incom- 
ing president for 1947 to appoint three ad- 
ditional members for terms of one, two, and 
three years, respectively, and each succeed- 
ing president to appoint annually one mem- 
ber for a term of three years. Motion 
passed. 

Small Dictionary: It was moved by John- 
son that the Secretary-Treasurer be au- 
thorized to take such steps aS are consid- 
ered necessary to secure early publication 
of the small dictionary prepared by the 
Nomenclature Committee. Motion passed. 


Nomenclature Committee: It was moved 


by Johnson and seconded by Koepp-Baker 
that the Nomenclature Committee be con- 
tinued through 1947 for the purpose of 
discharging its portion of 


responsibility 





"-ENTION 5 


relevant to the publication of the small dic- 
tionary. Motion passed. 


Rehabilitation Committee: It was rec- 
ommended by Koepp-Baker, chairman, that 
the Committee on Rehabilitation be dis- 
continued. Recommendation approved. 


Program Committee: The report of the 
Program Committee was accepted with 
Item 2 referred to the Budget Committee 
and Item 5 referred to the Committee on 
Education. 


Change in Membership Status: It was 
moved by Kopp that the Committee on Ed- 
ucation be given authority to implement a 
program for discontinuing the Associate- 
ship and éstablishing a category to be 
known as Externes. Motion passed. 

Change in By-Laws: It was moved by 
Johnson and seconded by Henrikson that 
the Secretary-Treasurer be authorized to 
make necessary changes in the By-Laws to 
exclude Honorary Fellows from the pre- 
rogative of signing membership applica- 
tions. Motion passed. 

National Conference for Cooperation in 
Health Education: It was moved by Palmer 
and seconded by Koepp-Baker that the 
Secretary-'l'reasurer be authorized to change 
the By-Laws to allow the A.5.C.A. to be- 
come a member of the National Confer- 
ence for Cooperation in Health Education 
and that the president be empowered to 
appoint a member of the A.S.C.A. as a dele- 
gate to the N.C.C.H.E. for a period of three 
years. Motion passed. 

Recommendation of Honerary Fellow: It 
was recommended by the Committee on 
Education that Dr. Orvis C. Irwin and Dr. 
Claude M. Wise be elected as Honorary 
Fellows under the alternative clause of the 
3y-Laws relating to distinguished men in 
other professions. Recommendation ac- 
cepted. 

Pre-Election of Editor and Secretary- 
Treasurer: It was moved by Walmer and 
seconded by Kopp that the Secretary-Treas- 
urer revise the Constitution and By-Laws 
to provide that in elections subsequent to 
January 1, 1947, the Editor and Secretary- 
Treasurer be elected one year prior to the 
date of their taking office. Motion passed. 

Changes in Schedule of Dues: It was 
moved by Palmer and seconded by Koepp- 
3aker that the Budget Committee be in- 
structed to investigate the existing mem- 
bership dues schedule, and to examine the 
problems of providing for payment of dues 
on a life membership basis, a report to be 
made to the Council at its next annual 
meeting. Motion passed. 


December 31, 1946, 2:00 p.m. 
Council members present at this meeting 
were Clarence T. Simon (presiding), Hil- 
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dred Gross, Ernest Henrikson, Harry J. 
Heltman, Wendell Johnson, Herbert Koepp- 
Baker, George Kopp, D. W. Morris, and 
Martin F. Palmer. 

Budget Committee Report: It was moved 
by Morris and seconded by Koepp-Baker 
that the Constitution be amended by strik- 
ing out Section 6 ot Article 7. Motion 
passed. 

Constitutional Amendment: It was moved 
by Morris and seconded by Henrikson that 
the Journal subscription price be increased 
from $3.00 to $3.50 per year, $4.00 for Can- 
ada and foreign subscriptions. Motion 
passed. 

It was moved by Morris and seconded by 
Koepp-Baker that there be an allotment to 
the publication of the Journal of the $3.50 
per subscription obtained from all subscrib- 
ers, including all such subscriptions coming 
in through the membership fees. Motion 
passed. 

It was moved by Heltman and seconded 
by Palmer that the following revision be 
made in the schedule of membership dues. 
Motion passed. 

PSSOCIALE w.ccercccnrsen $ 4.00 
Clinical ’ 
Professional and 
CEG ccconcnicsenccs 10. 
Honorary Fellow.. 10.00 ($6.50 waived) 

Honorary Fellows: It was moved by 
Palmer and seconded by Henrikson that 
Honorary Fellows be designated for Direc- 
tory Listing by the Committee on Educa- 
tion. Motion passed. : 





Amendment to By-Laws: It was moved 
by Johnson and seconded by Koepp-Baker 
that the Secretary-Treasurer be empowered 
to change By-Laws to provide for the rec- 
ommended new membership fee schedule. 
Motion passed. 


Report of Budget Committee: It was 
moved, seconded and passed that the report 
of the Budget Committee be approved. 


Program Participation: It was moved by 
Koepp-Baker and seconded by Henrikson 
that it shall be an established policy of the 
Association to refrain from participation 
or support of programs, conventions, or any 
other public or private educational enter- 
prise conducted by any individual or agency 
other than professional or learned societies 
directly affiliated by the Constitution with 
the A.S.C.A. Motion passed. 

Membership Applications: It was moved 
by Morris and seconded by Koepp-Baker 
that the Council authorize the Committee on 
Education to act for it on membership ap- 
plications on hand at the termination of the 
present convention. Motion passed. 

Nomination of Officers: The following 
nominations were received and approved: 


President.............. Herbert Koepp-Baker 
President-Elect............ Martin F. Palmer 
Vice President................ Grant Fairbanks 
Secretary-Treasurev.......... D. W. Morris 
Councillor (3-year term)...................-- 
Elvena Miller 
1 | Ae ee Oe Wendell Johnson 
Fiscal Year: It was moved by Koepp- 
Baker and seconded by Henrikson that the 
fiscal year of A.S.C.A. be established as be- 
ginning July 1, 1948, and beginning on each 
July 1 thereafter and ending June 30 each 
year thereafter. Motion passed. 
Foundations Fund: It was moved by 
Henrikson and seconded by Koepp-Baker 
that $75.00 be allowed from the Foundations 
Fund for research of Dr. William Love. 
Motion passed. 





II. Business MEETINGS 


December 30, 1946, 8:00 p.m 

The meeting was called to order by Pres- 
ident Clarence T. Simon. 

The Minutes of the 1945 meeting were 
accepted and approved. 

The report of the Secretary-Treasurer 
was summarized, and was accepted and ap- 
proved. 

The report of the Committee on Educa- 
tion was presented, and was accepted and 
approved. 

The report of the Foundations Commit- 
tee was approved. 

It was moved by Van Riper and seconded 
by Johnson that the three-year plan for con- 
vention meetings for the years 1947, 1948 
and 1949 be adopted. Motion passed. 

It was moved by Koepp-Baker and sec- 
onded by Bryngelson that a committee be 
established to arrange the time and place 
of the 1949 and subsequent meetings with 
the understanding that the 1949 convention 
is to be held with the S.A.A. under three- 
year agreement. Motion passed. 

It was moved by Bryngelson and second- 
ed by Johnson to approve Council actions 
to date. Motion passed. 

The meeting was adjourned. 


January 1, 1947, 11:15 a.m. 

The meeting was called to order by Pres- 
ident Clarence T. Simon. 

It was moved by Kopp and seconded by 
Steer that the nominations approved by the 
Executive Council at its second meeting be 
adopted. Motion passed. The nominees were 
declared elected. 

All Council actions subsequent to the 
Business Meeting of December 30, 1946, 
were approved and endorsed by the mem- 
bership. 
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RESOLUTIONS 7 


Resolutions were approved as follows: 
Resolved: That the American Speech Cor- 
rection Association express warm apprecia- 
tion and admiration of its retiring presi- 
dent, Professor Clarence T. Simon. Profes- 
sor Simon has fostered constructively the 
relationships of the Association with other 
professional and learned societies, he has 
conducted the internal affairs of the Asso- 
ciation with a very high degree of compe- 
tence, and he has provided, through his in- 
tegrity, good will, and professional stature, 
a quality of leadership of which the Asso- 
ciation 1s proud. 

Resolved: That the American Speech Cor- 
rection Association express its compliments 
and appreciation to Professor Kenneth G. 
Hance, of the Northwesterh University 
School of Speech, who served as Chair- 
man of the Committee on Arrangements 
for the present convention. He was assisted 
ably by Professor Clarence T. Simon, Dr. 
Paul Moore and Dr. Karl Robinson. The 
Association expresses its appreciation also 
to the Program Cemmittee of the Speech 
Association of America which was compe- 
tently headed by Professor Magdalene Kra- 
mer of Teachers College, Columbia Univer- 
sity. 

Resolved: That the American Speech Cor- 
rection Association reassert to its Secre- 
tary-Treasurer, Dr. D. W. Morris, its con- 
tinuing and sincere appreciation of his de- 
voted and persistent interest in, and his 
deep sense of responsibility for, the busi- 
ness and welfare of the Association. His de- 
pendable judgment, versatile abilities and 
skills, as demonstrated in the management 
of its affairs, are to be counted among the 
Association’s most permanent and valued 
assets. . 

Resolved: That the Association express its 
sincere appreciation of the great amount of 
work performed conscientiously and ably by 
the retiring Vice President, Dr. Mary Hu- 
ber, and the members of the Program Com- 
mittee of which she has served during the 
past year as Chairman. In Dr. Huber’s ab- 
sence from this convention, the Association 


sends to her this expression of its appre- 
ciation and its warm greetings. 

Resolved: That the Association express 
gratitude to the-National Society for Crip- 
pled Children and Adults, Inc., through tts 
Executive Director, Mr. Lawrence J. Linck, 
for its generous cooperation and material 
support in the publication program of the 
Association, and in the development of the 
Speec h Correction Research Foundation. 
Resolved: That the Association register 
publicly its commendation of Dr. Herbert 
Koepp-Baker for his extremely valuable 
services, freely and competently performed, 
during the war years, as Defense Coordin- 
ator aud more recently as Chairman of the 
Rehabilitation Committee. He has greatly 
enhanced the prestige and the sphere of 
professional and social usefulness of the 
American Speech Correction Association. 
Resolved: That the Association express to 
Dr. Wendell Johnson, its Editor, tts abid- 
ing gratitude for his alert, intelligent, imag- 
inative editorial direction and development 
of its publication areas. He has continued 
to distinguish speech correction and audiol- 
ogy with a public voice that has dignity and 
stature that have helped to make the profes- 
sion self-respecting and given it a greatly 


increased public recognition. 


Resolved: That the Association reaffirm its 
appreciation of the fundamental work per- 
formed with consistent fairness, compe- 
tence and professional constructiveness by 
Dr. Martin F. Palmer and his Committee 
on Education. 
Resolved: That the Association present its 
compliments and an expression of apprecia- 
tion to Mr. H. P. Harper of the Donnelly 
Press, Chicago, publisher of the Chicago 
Classified Telephone Directory (Red Book) 
for his constructive cooperation with the 
A.S.C.A. and the Chicago Speech Correc- 
tion Society in establishing criteria of eth- 
ical advertising of speech correctiontsts in 
the Chicago Classified Telephone Directory. 

The above resolutions were adopted by 
the membership. 

The meeting was adjourned. 
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The Talking Frog of 


Marion County 


When it became known that 1 was 
migrating to Oregon, one of my 
friends remarked that it was a fine 
country in which to live except that 
it was so far from the United States. 
This report is designed to let our pro- 
fessional brethren in the more pop- 
ulous centers of speech correction 
know that we in the Pacific North- 
west are pushing forward in the true 
pioneer spirit and expanding the fron- 
tiers of lalophoniatry with vigor and 
originality. Substantial progress in re- 
search on batracholalia (ranalogia in 
the lay terminolegy) is amply evi- 
denced by the following reprint of an 
article which first appeared in the De- 
cember 9, 1946, issue of Tur Ore- 
GONIAN (Portland). /t,is self-ex plana- 
tory, and if any one of our more cyni- 
cal brethren is moved to remark that 
the same or better results could have 
been obtained with a ten cent squawk- 
er (now 49 cents), a piecetof rubber 
tubing and a willing friend to do the 
blowina, let him be reminded that this 
sanguine saga of pseudo-science had 
its inception and came to its first 
fruition in Iowa within the academic 
shadow, so to speak, of the state uni- 
versity.—-Claude E-. Kantner. 


ATTHEW TOM NIX, an un- 
lettered Marion county farmer 


whose claim’ to be able to convert the * 


croaking of a frog held in his mouth 
into recognizable words has won him 
some local fame, demonstrated in Port- 


* Mr. Hauser is a staff reporter on The 
Oregonian, a Portland, Oregon, daily news- 
paper. The Editor expresses, on behalf of 
Journal readers, due appreciation to Profes- 
sor Kantner for bringing this notable ac- 
count of ‘the talking frog of Marion Coun- 
ty’ to his attention, and to The Oregonian 
for permission to reprint the story in the 
Journal. 


Paul Hauser* 


land Saturday that he and his tiny 


frog can indeed make sounds like a * 


frog talking. 

An almost completely self-rehabili- 
tated victim of infantile paralysis, Nix 
believes that his attempts as a speech- 
less, crippled child to make a frog do 
his talking for him enabled him, 
through the exercise the necessary 
manipulations gave his tongue and vo- 
cal muscles, to regain his speech. 

That happened when Nix, now 34, 
was about 13 years old and had been 
paralyzed on his right side since an 
attack of infantile paralysis when he 
was 7. Since then, as he says, he has 
kept up his peculiarly specialized abil- 
ity with frogs, partly ‘as a sort of 
novelty’ and partly to continue the 
exercise he believes he still needs. 

Nix demonstrated his unusual 
speech Saturday in the city room of 
THE OREGONIAN before an audience 
which included several reporters and 
editors. The frog, a small one which 
Nix says he purposely keeps the prop- 
er size for insertion in his cheek by 
rigid diet regulation, was brought 
forth from its traveling home, a small 
glass jar with a perforated top. Nix, 
seated on a chair and dressed in the 
same clothes he wears while working 
his small farm near Woodburn, placed 
the frog on his knee, then fondled it 
in his hand ‘to warm it up’ as he said. 

‘What are some of your names?’ 
aNix asked us as, the frog apparent- 
ly warm enough, he prepared to put 
it in his mouth. He was told the 
names. ‘I will say Miller,’ Nix said, 
and carefully put the frog inside his 
left cheek. .Then, putting a hand to 
his chin and appearing to gently strum 
and stroke one cheek with his finger, 
meanwhile manipulating his tongue, 








Nix 
con 
som 
sion 
P 
The 
batr 
divi 
Late 
Aft 
the 
don 
wor 
can 
Nix 
in tl 











THE TALKING FROG 9 


Tom Nix and his ‘talking frog.’ 


Nix began. In that attitude and in his 
concentration on his work he looked 
something like a western-garbed ver- 
sion of Rodin’s ‘Thinker.’ 

Presently the frog began croaking. 
Then from Nix’s mouth came, in 
batrachian tones, the name ‘Mil-ler,’ 
divided into two croaked syllables. 
Later the frog and Nix said ‘Wi!-ma.’ 
After the second speech, from which 
the frog emerged looking somewhat 
done in, Nix was asked what other 
words he could make the frog say. ‘I 
can make him say most anything,’ said 
Nix, ‘but he gets kind of wore out 
in there.’ 





An apparently sincere and devout 
man who has an unlimited compas- 
sion for crippled children, and be- 
lieves that those who are speechless 
can learn to talk as he did, Nix says 
that he prefaces each ‘talking frog’ 
attempt with a short prayer of thank- 
fulness that he has recovered as he 
has from paralysis. 

Nix’s method of making the frog’s 
croaks become words, if so they do, is 
something he says took him two and 
one-half years to learn while he was 
completely mute. It is a matter of 
lingual and labial manipulation while 
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the tip of his tongue is inserted in 
the frog’s mouth [sic]. 

Nix was a child on a farm near 
Mason City, Iowa, when he was strick- 
en with infantile paralysis. “There 
were a lot of frogs around there,’ he 
said, ‘and I didn’t have anything bet- 
ter to do than play with them. I 
couldn’t talk. I couldn’t read. I could 
just lay around.’ Nix can’t remember 
when or how he got the idea that a 
frog could help him talk, but thinks 
it was when he was about 10 years 
old, and that listening to the frogs 
croak and the sounds of the farm ani- 
mals may have given him the idea. 

‘You can hear the animals,’ he said. 
‘They all make sounds that mean some- 
thing. Take a calf when it bawls. It 
wants its mother. I thought I could 
do the same.’ 


The first word that Nix was able 
~to say with a frog pinch-hitting for 
his useless vocal cords was ‘mother’ 
He practiced the word seven or eight 
months before he attempted to address 
his mother. ‘She was really surprised,’ 
said Nix. ‘She almost fell over.’ 

It was shortly after that that Nix’s 
own vocal cords gradually began to 
gain, strength and he could again make 
sounds by himself. Nix first ran in- 
to the disbelief that he and the frog 
were actual collaborators from his 
father and brothers, who, he admits, 
were never fully convinced. Nix has 
kept in practice with frogs since re- 
covering his speech, not from any 


pleasure that might possibly be gained 
from putting a live frog in his mouth, 
but from an apparently sincere hope 
that he has something that may en- 
able other speechless children to learn 
to talk. Actually Nix has found that 
a frog in the cheek has its unpleasant 
moments. ‘I swallered a couple of 
them,’ he confessed, when going into 
the mechanical details of the operation. 
Nix is very careful not to repeat the 
swallowing act. ‘It makes me deathly 
sick,’ he says. ‘You can feel them 
crawling around down there.’ 

Unlike Mark Twain’s famous fic- 
tional ‘Jumping Frog of Calaveras 
County,’ Nix’s talking frog of Marion 
County has not been used by its own- 
er as a means of self-enrichment 
through betting, although he frequent- 
ly is offered a wager that he cannot 
make the frog talk. Nix meets all such 
offers with a counter proposition that 
the bettor give him a receipt and send 
his winnings to the Warm Springs 
foundation for infantile paralysis, an 
institution to which he refers as ‘Presi- 
dent Roosevelt’s foundation.’ Nix re- 
grets that he was never able to dem- 
onstrate how he learned to talk before 
the late president and to tell him how 
he overcame infantile paralysis. Had 
he been able to get such an appoint- 
ment, he would have preferred it to 
have been on a rainy day. Frogs croak 
better then. ‘On summer days I have 
to work like the devil to get ’em to 
croak,’ he says. 
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Mobilizing Our Nationwide 
Resources for Service to the 


Handicapped 


HAT YOUR program commit- 

tee has seen fit to schedule an ad- 
dress before your respective thirty- 
first and twenty-second annual meet- 
ings on ‘Mobilizing Our Nationwide 
Resources for Servicg to the Handi- 
capped’ is eloquent testimony that we 
have not mobilized our resources 
completely and fully. It indicates, at 
least, a conscious recognition of the 
fact that we have much in the way 
of resources across the length and 
breadth of our land that we have not 
begun to mobilize. 

It is true that much has been done 
for our handicapped and that each 
recent year has seen further gains. 
But thinking persons, armed with 
some real knowledge of our potenti- 
alities, know that we have barely be- 
gun to make the democratic process 
work effectively for the handicapped 
and that far and away the largest-ef- 
fort in the mobilization of our re- 
sources lies ahead and not in the past. 

It is fortunate that we have those 
who, like your program committee, 
deliberately take a somewhat satur- 
nine view of what has been done so 
that we may focus our attention more 
sharply on what needs to be done and 
on what it is possible for us to do. 





* Lawrence J. Linck is Executive Direc- 
tor of the National Society for Crippled 
Children and Adults, Inc. An address pre- 
sented before a joint session of the 3lst 
Annual Meeting of the Speech Association 
of America and the 22nd Annual Meeting 
of the American Speech Correction Asso- 
ciation, Sherman Hotel, Chicago, Decem- 


ber 30, 1946, 
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Lawrence J. Linck’ 


A basic truth, and a sad one, in 
work for the handicapped, as in most 
areas of social advancement and en- 
lightenment, is that we as a people 
have infinitely more knowledge of how 
to serve the handicapped than we as a 
people are applying in serving them. 
This social lag which plagues us in 
business production, and denies us the 
early and immediate use of products 
infinitely superior and entirely pos- 
sible of mass production, weighs 
especially heavy on the shoulders and 
backs of those who are handicapped, 
for they can ill afford to be without 
the services, facilities and resources 
which we know how to provide but 
somehow do not. 

To measure progress in the field of 
services to the handicapped in terms 
of what is being or has been done for 
experimental groups in one place or 
another, or for this urban population 
or that one, or for this or that di- 
agnostic condition and degree of se- 
verity, is but small comfort to a 
handicapped individual who is not in- 
cluded in the experimental group or 
who does not live in the advanced 
community, or who suffers a handi- 
capping condition different from the 
diagnostic classification provided for, 
or who suffers the ‘right’ kind of con- 
dition but who has too much of it to 
be included in the program which has 
been organized. 

To these excluded individuals frus- 
tration, suffering, and inadequacy 
must continue to be their lot and the 
passage of each day emphasizes to 
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them with terrible impact that the on- 
ly thing we can lose in this life of 
ours is time. 

Wonderful time, with which we 
could do so very much more than we 
do. Precious time, so little of which 
should ever be used in extolling the 
virtues of what we have already done 
when all about us are undone things 
which our knowledges and energies 
and resources mobilized to the task 
could do. 

For a democratic society such as 
ours it is said that we may have in 
the way of services what we will 
have—limited only by our knowledge 
and our resources. Granted the knowl- 
edge and the resources for meeting 
certain specific problems, failure to 
realize them poignantly illustrates our 
imperfect use of the democratic pro- 
cess. 

We may believe the many wonder- 
ful things in our American Scriptures 
about equal rights, equal opportunity, 
life, liberty and the pursuit of happi- 
ness, but we are very poor democratic 
citizens indeed if we limit ourselves 
to mere believing. We have got to 
act—to mobilize our energies and our 
resources and to bend them to our 
will. 

What are some of our basic beliefs 
with respect to this special one of 
our problems—this fact that we do 
experience various modifications of 
our physical, mental, emotional and 
social capacities which we term handi- 
capping conditions ? 

Surely in an audience such as this, 
comprised as it is of those who have 
given much thought and time and ef- 
fort to helping those who have needed 
some special assistance, we must be 
largely united in a belief and under- 
standing that the handicapped are an 
entirely normal part of our society—a 
part which is with us now, which has 
been with us throughout the history 
of man and which by the very nature 
of life, and growth and accident, will 


undoubtedly continue to be with us 
always. 

To say this is not to argue for the 
so-called normality of the handicapped 
individual—it is rather to emphasize 
that which so many of us forget when 
we make building plans—programs 
for individual participation. When we 
pass laws, when we do the thousands 
of things which we do every day as 
so-called normal persons, we forget 
that individuals differ and that many 
among us cannot climb stairs, cannot 
run or even walk, cannot hear, cannot 
see, cannot talk, cannot do a great 
many things wlsch, in our thought- 
less disregard for the facts of life, 
we expect them to do. Because the 
handicapped are a normal part of so- 
ciety there is a social responsibility 
to make modification in social proce- 
dures, methods, life—in short, to ad- 
just society to meet the needs of those 
who are handicapped. 

There is another _ responsibility 
which society bears which goes hand 
in hand with that of adjusting itself 
to the needs of the handicapped. It is 
that of helping the handicapped to 
adjust so that they may better meet 
the needs of society, for no amount of 
thoughtfulness on the part of society 
will completely remove the necessity 
of the individual’s making efforts to- 
ward adjustment. Nor would we want 
it otherwise. 

What are these needs of the handi- 
capped which have been so inade- 
quately recognized and met? First of 
all it might be well to repeat a state- 
ment that has been made time and 
again: Handicapped persons are bas- 
ically no different from non-handi- 
capped persons. They have hopes, 
fears, aspirations, needs, wishes, joys, 
disappointments, just as they would 
have if they had no_ handicapping 
condition. The fact of the condition 
and the extent to which it is a handi- 
cap is simply an added burden to 
carry. At the race tracks (so they tell 
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me) weights are added to each horse’s 
load—to even the betting odds. 

Too many persons assume that the 
existence of a handicapping condition 
makes its host an entirely different 
kind of animal—almost one of a 
species different from man. The needs 
of the handicapped individual are 
basically the needs of all people. He 
needs and has a right to: 

1. Good physical health, and that 
degree of ultilization of his capacities 
which our medical, surgical, and re- 
lated professional knowledge make 
possible. 

2. Security in himself, in his home, 
and in his community—a_ security 
founded on acceptance and the recog- 
nized worth of the individual. 

3. Play and participation in family, 
community, and national. life. 

4. An education, academic and cul- 
tural, as well as vocational. 

5. Training for a job within the 
limits of his physical and mental 
capacities, and his employment at con- 
structive work whether at home, un- 
der sheltered conditions, or in the 
competitive world of business and in- 
dustry. 


6. Hope that he, as well as children 
of the future, through research, will 
have the benefit of better medical, so- 
cial, educational, and occupational 
services and opportunities than our 
present knowledge makes possible. 

To think clearly about the mobiliza- 
tion of our resources for services to 
the handicapped we need to know that 
there are all kinds and degrees of 
handicapping ‘conditions. We need to 
recognize that what is a handicap for 
one individual is not regarded as a 
handicap by another. Handicaps de- 
pend upon the attitude of the indi- 
vidual toward his condition and in 
turn, upon the attitudes of others to- 
ward him. 

One can outline sound programs 
for the ‘handicapped’ but one cannot 


apply them wholesale to handicapped 
persons. Two individuals suffering 
the same diagnostic condition can 
vary more in comparison one to the 
other than two so-called normal in- 
dividuals. One may be an up-and-do- 
ing, self supporting, socially active 
citizen ; the other may be home-bound, 
helpless, bedridden and in despair. 

One doesn’t need to go into medi 
cal lexicography to discover that 
there are scores and scores of handi- 
capping conditions. While it is true 
that certain values result from a spe- 
cialized approach to this, that, or the 
other handicap, much is lost in this 
piece-meal process. A society can come 
to grips better with problems in terms 
of their broad basic foundations and 
it is fortunate that there is more alike 
in the various handicapping conditions 
than there is unlike. A society can- 
not go on for long establishing with- 
in itself highly artificial sub-societies 
for the care, treatment, education, 
etc. of individuals handicapped by one 
condition, with other sub-societies for 
those with other individual conditions. 
Our constant aim should be integra- 
tion and not disintegration. 

Many of you have been witness to 
the fact of sabotage (whether cons- 
cious or unconscious is no great mat- 
ter) of the interests of one kind of 
handicapped person by the overwhelm- 
ing zeal of those who have been ad- 
vocates of the interests of another. 
Most legislation providing for services 
for a narrowly defined group has 
worked to the detriment of other 
handicapped persons and consequent- 
ly to that of society as a whole. 

To help the handicapped most, so- 
ciety must be strengthened as a whole. 
One group cannot long prosper at the 
expense of others. If we are to help 
the handicapped best, we must be- 
lieve in and work for that which is 
good and effective and valuable in 
terms of personal medical care and 
public health facilities, educational 
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facilities for all ages and for all sec- 
tions of the country, welfare services 
and individual, family and community 
security, opportunities for play and 
recreation and participation in social 
and community life, and opportuni- 
ties for constructive, productive em- 
ployment in keeping with the capaci- 
ties of the individual and the needs 
and desires of society—employment 
opportunity that is available irrespec- 
tive of the vagaries of the open com- 
petitive market and its artificial re- 
strictions. 

Perhaps all of us accept such re- 
sponsibility some of the time. Our 
collective aim should be to have all 
of us accept it all of the time. This 
is a goal which is impossible of full 
attainment. The image of man is too 
imperfect for social and moral attain- 
ment of so high a level—yet it is a 
goal toward which we grope indi- 
vidually and somehow together. 

We have discussed briefly the na- 
ture of handicapping conditions, and 
the nature of the services which the 
handicapped require. We have indi- 
cated that society requires these serv- 
ices for the handicapped if it is to be 
well and whole and founded on the 
democratic ideal of the worth and 
value of. the individual. 

Meeting the needs of the handi- 
capped is part and parcel of the demo- 
cratic concept. It is a problem of all 
of the people, like education or pub- 
lic safety. It is part of the general 
welfare. The problem as a whole is 
too great to be met individually, and 
affliction strikes without regard for 
ability to meet it. 

_ It is well and proper that individuals 
and their parents should have first 
priority in their sense of responsi- 
bility for meeting these needs, but it 
is also well to recognize that only a 
very low correlation exists between 
economic well-being and the capacity 
of a family to meet the needs of a 
handicapped member—a correlation 


that is disproportionate to what usual- 
ly results from capacity characterized 
by ‘all that money can buy.’ Who 
among us has not seen this modern 
day paradox of persons of very great 
means casting about in helplessness, 
trying again and again, shopping for 
services and facilities for a severely 
handicapped son or daughter, learn- 
ing unhappily that money in and of 
itself is not enough. One simply can- 
not buy the services which are re- 
quired to meet many needs. Such a 
concept was, until the recent war, im- 
possible of understanding by almost 
all except the economist initiated in 
the esoteric realm of value and money. 
Now we all have first hand under- 
standing of the limited power of 
money. Rich or poor, the handicapped 
will have their needs reasonably met 
by society as a whole—and society as 
a whole cannot afford to leave the 
salvation of any handicapped indi- 
vidual, rich or poor, to his own de- 
vices. 


Does this mean that all services for 
the handicapped are to be public serv- 
ices, established by law and carried 
out by paid civil servants? Such a 
concept of ‘society as a whole’ is either 
too narrow or too inclusive. In the 
one instance it is too narrow in that 
it permits no opportunity whatever for 
the free enquiry and experimentation 
and participation of the private indi- 
vidual, or for that of the private in- 
dividual taken a great many times 
over as a private voluntary organiza- 
tion. 

That concept is also too narrow be- 
cause it implies that it is possible to 
say in the language of laws and of 
general assemblies that this and this 
are the solution for problem A, and 
that and that are the solution for 
problem B, and presto these solutions 
are enacted into law. 

Even if we did not know that such 
an idea is impracticable and even im- 
possible, we should not like the idea 





ee 


that e 
in ou 
the s¢ 
What 


WI 
compl 
group 
have | 
and } 
servic 
ly ill 
What 
ly, ‘wl 
is a 
vetera 
specia 
part ¢ 
make 
ciety- 
who | 
cial s 
larges 

Let 
you n 
use of 
lish < 
of th 
lend t 
lic of 
whick 
a legit 
throu 

At 
quite 
we nc 
sirabl 
come 
of go 
at ha 
be ut 
who \ 
lation 
been | 
the ay 
cine. 

In | 
lems | 
possit 
ture ¢ 
and i 
our s 
duce 





SERVICE TO THE HANDICAPPED 15 


that everythin, to be done for a group 
in our population must be done by 
the sole power of government alone. 
What could be more totalitarian? 

Wherever we have approached such 
completeness of service for a given 
group at the hands of government we 
have had social headaches, misgivings 
and kickbacks. What of the Indian 
service? What of the care of mental- 
ly ill patients in public institutions? 
What of prisoners? And more recent- 
ly, what of services for veterans? It 
is a refreshing sign that so many 
veterans want services which are not 
special just for them but which are 
part and parcel of services that go to 
make up a free and productive so- 
ciety-—services, in short, for everyone 
who needs them as a part of the so- 
cial structure and not as government 
largesse. 

Let no one rush ahead (as some of 
you may) to assume that I decry the 
use of the democratic process to estab- 
lish as a public responsibility of all 
of the people those services which 
lend themselves appropriately to pub- 
lic operation and administration and 
which have come to be recognized as 
a legitimate responsibility of the people 
through the power of government. 

At some point in social time it is 
quite possible that all of the services 
we now envision as*necessary and de- 
sirable for the handicapped will be- 
come the fully accepted responsibility 
of government. That day is not now 
at hand. A word of caution needs to 
be uttered and heeded by all of us 
who would seek to cure through legis- 
lation social ills which have not yet 
been sufficiently diagnosed to warrant 
the application of such specific medi- 
cine. 

In our zeal to meet all of the prob- 
lems of the handicapped we can quite 
possibly lose sight of the larger pic- 
ture of a free and democratic society, 
and in seeking to meet the need of 
our special group inadvertently intro- 
duce procedures and controls which 





change our society in ways we did not 
anticipate and ways which we do not 
want. 

Legislation is not a panacea. Yet 
legislation does offer the key to the 
greatest single resource which we may 
use to mobilize on a nation-wide 
basis—the interest and power and 
money of a great people and a great 
government. We have made important 
beginnings in the use of this key. We 
have many special educational serv- 
ices, programs and facilities, we have 
state-federal programs of rehabilita- 
tion, services for crippled children, 
social security services, and others. 
Much is being done by the public ag- 
encies. Much more can be done. 

Some of us have unfortunately 
fallen into the ways of arguing ‘all 
or none’ on the question of public 
agencies versus private agencies. We 
all know private agency personnel 
who look upon their public agency 
colleagues as pariahs, and we all know 
equal numbers of civil servants who 
distrust all that their private agency 
contemporaries seek to do. 

This sowing of the seeds of dis- 
sention is a great disservice and a det- 
erent to our over-all effectiveness. 
One great resource which we have 
to mobilize is ‘good will.’ Coupled 
with understanding and appreciation, 
it will do worlds of good for the 
handicapped and for us. Wise words 
pertinent to this point were spoken 
recently by a leader in a movement 
to cope with a particularly difficult 
handicapping condition. He had be- 
come impatient with the bickering 
which was accompanying an effort for 
the merger of two organizations, and 
said, ‘It is better to have two separate 
organizations fighting this handicap 
than to have two factions of a united 
organization fighting each other.’ 

If we can all learn the fundamen- 
tal fact that the needs of the handi- 
capped are so great that they defy all 
of our total efforts to meet them 
whether we operate in a public or a 
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private capacity or whether we operate 
nation-wide, state-wide or locally, we 
can cease those of our actions which 
approach most nearly the weaker and 
seamier aspects of trade union be- 
havior involving jurisdictional dis- 
putes, stand-in employees, artificial 
limitations and restrictions, etc. 

The resources which we have to 
mobilize are everywhere and we need 
to apply them everywhere. The in- 
terest of a single individual lay per- 
son is a valuable resource; that it is 
less valuable than is the interest of a 
professional person or a group of 
persons, lay or professional, does not 
detract from its basic worth. An in- 
telligent people with intelligent lead- 
ers will not waste a unit of interest 
merely because it is small or un- 
trained or inadequate to some larger 
task. Out of such individual interest 
comes the curious inquirer who ulti- 
‘mately becomes a trained person-—and 
trained personnel is the greatest single 
resource a people can have. Out of 
the interest of ordinary citizens comes 
the support for our legislative plans 
and enactments. What the people as a 
whole want they will have; what they 
want will depend upon what they 
know is possible and desirable and 
feasible. Faith—backed up by trained 
hands and trained minds and mari- 
hours of work—can move mountains. 





The public services can be no 
stronger than the amount of public 
understanding and the support which 
they have. No public program admini- 
strator can long be too far ahead of 
the people—they must understand 
what it is that he is trying to do and 
why it is that he tries to do it. 

Individual interest on the part of 
ordinary persons is also the bricks and 
the mortar and the substance of our 
voluntary programs. Their success de- 
pends upon the amount of public con- 
fidence they can command—and pub- 
lic confidence is based on understand- 
ing and appreciation. 

Until we have learned to mobilize 
effectively the individual interests and 
energies of ordinary citizens at the 
grass roots in their own local com- 
munities we shall continue to see 
piece-meal, inadequate, maldistributed 
services for the handicapped. As we 
mobilize this most basic of resources 
into wider and wider spheres of in- 
terest and fields of operation, teaching 
by word and by example the neces- 
sary understanding and good will and 
faith and know how, we shall have 
better public and better private serv- 
ices locally, state-wide and national- 
ly, services which, taken together, 
form a composite whole program for 
a free people. 
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Principles of N omenclature 
And of Classification of Speech 
And Voice Disorders 


LASSIFICATION is a logical 

process which consists in the as- 
semblage under a common name of a 
number of objects, plants, diseases, 
etc., which are alike in one or more 
respects. In any correct classification 
the definition of any group must hold 
precisely true of each and every mem- 
ber of that group, and must not hold 
true of the members of any other 
group. 

Although common to all the special 
sciences and to knowledge in general, 
classification is probably most im- 
portant and most highly developed in 
botany, in which relationships need to 
be systematically shown between more 
than 125,000 different species of 
plants. Linnaeus (1707-78) put the 
study of the classification of plants 


* Rewritten from a paper presented to the 
American Society for the Study of Disor- 
ders of Speech (now the A.S.C.A.) about 
1929, when the classification of speech and 
voice disorders, published in 1931 in the first 
edition of A Dictionary of Terms Dealing 
with Disorders of Speech, was officially 
adopted by the Society. Professor Robbins 
is chairman of the Association’s Nomencla- 
ture Committee. He is Professor of Psy- 
chology, Emerson College, Boston, and 
Speech Correctionist for the Massachusetts 
Division of Mental Hygiene. 

A revised and enlarged edition of the 
Dictionary is scehduled for publication in 
September 1947, All definitions have been 
rewritten, lengthened, and clarified, and a 
few minor revisions in classification have 
been made in order to make monomial no- 
menclature adequate for all speech disor- 
ders except those which have been named 
as a result of very elaborate technical stud- 
ies. Many new terms have been added and 
the number of pages has been tripled. 
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Samuel D. Robbins" 


and animals upon its fhodern basis. A 
brief study of his international sys- 
tematic classification of plants, which 
has successfully stood the ¢est of two 
centuries, should give invaluzble sug- 
gestions for classifying speech and 
voice disorders. 

The plant kingdom is divided inte 
two great fundamental groups called 
phyla: Cryptogamia (spore - bearing 
plants) and Phanerogamia (seed- 
bearing plants). The latter is now 
called Spermatophyta. 

Cryptogamia are divided into three 


sub-phyla: Thallophyta (algae and 
fungi), Bryophyta (liverworts and 
mosses), and Pteridophyta (ferns, 


horsetails, and club mosses), all of 
which are spore-bearing plants, but 
each of which manifests certain 
characteristics which are not possessed 
by any other one of these sub-phyla. 

The phylum Spermatophyta is 
divided into two great classes : Gymno- 
spermae (having seeds born naked on 
the scales of cones) and Angiospermae 
(having seeds born inclosed in seed 
cases, pods, or other types of fruit). 

Angiospermae, are further divided 
into two large sub-classes: Monoco- 
tyledoneae (including grasses, palms, 
lilies, and orchids) having a single 
seed leaf, and Dicotyledoneae, most 
flowering plants having tw.o seed 
leaves. 

Dicotyledoneae are divided into 38 
orders, each of which bears seeds with 
two seed leaves enclosed in pods or 
other types of fruit, yet each of these 
orders differs in certain characteristic 
ways from all the other orders. 





Ranunculales, a typical representa- 
tive of one of these 38 orders, is 
divided into 16 families which differ 
in certain characteristic ways from 
each other, although all manifest the 
common characteristics of the order 
Ranunculales. 

Ranunculaceae, a typical representa- 
tive of one of these 16 families, is 
divided into 35 genera which differ 
in certain ways from each other, al- 
though all manifest the common char- 
acteristics of the family Ranuncu- 
laceae. 

Ranunculus, a typical genus of the 
family Ranunculaceae, is further 
divided into between 200 and 250 
species, each of which is designated 
by a two-word name which begins 
with the name of its genus, Ranun- 
culus, and ends with a technical term 
which describes a major characteristic 
that is not possessed by any other 
species in the genus Ranunculus. 
Hence the term, ‘binomial nomencla- 
ture.’ Thus is traced the derivation of 
the name of Ranunculus bulbosus, our 
common, bulb-rooted buttercup. 


The abridged classification of plants 
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in condensed 
described 


which follows shows 
form the relationships 
above. 

Nomenclature is the system of 
names used in the classification of any 
branch of science. 

A study of the preceding abridged 
classification of plants shows that the 
names of all phyla end with the suf- 
fix gamia, from the Greek word 
gamos, meaning marriage; that the 
names of all sub-phyla end with the 
suffix phyta, from the Greek word 
phyton, meaning a plant; that the 
names of most classes end with ae, 
and of most sub-classes with eae ; that 
the names of all orders end with the 
Latin suffix ales, denoting belonging 
to; that the names of all families end 
with the suffix aceae, from the Latin 
suffix aceus, meaning belonging to; 
and that the binomial technical name 
of each species begins with the name 
of its genus. Many botanical technical 
terms begin with a descriptive pre- 
fix. For example, the different classes 
of algae begin with a Greek prefix 
which describes their color. 





1. Cryptogamia (spore-bearing plants) 
(1) Thallophyta (algae and fungi) 


A. Cyanophyceae (blue-green algae) 


B. Chlorophyceae (green algae) 

C. Phaeophyceae (brown algae) 

D. Rhodophyceae (red algae) 
and five classes of fungi. 


(11) Bryophyta (liverworts and mosses) containing 2 classes 
(II1) Pteridophyta (ferns, horsetails, club mosses) containing 3 classes 


Il. Phanerogamia (seed-bearing plants) 


(1) Spermatophyta (seed-bearing plants) 
A. Gymnospermae (seeds born naked on scales of cones) no classes 
B. Angiospermae (seeds born enclosed in seed cases, pods, etc.) 
(A) Monocotyledoneae (having a single seed leaf) containing 11 orders, 36 
families, and approximately 20,000 species 
(B) Dicotyledoneae (having two seed leaves) containing 38 orders, 175 fam- 


ilies, and over 100,000 species 


1. Ranunculales, a typical order of Dicotyledoneae 
(1) Ranunculaceae, a typical family of Ranunculales 
a. Ranunculus, a typical genus of Ranunculaceae 
(a) Ranunculus bulbosus, a typical species of Ranunculus 








INITL 
S) 
Bef 
classif 
order: 
polici¢ 
be de 
is to t 
tive, ¢ 
must 
terms 
3. It n 
nical { 
Greek 
langua 
The 
criptiv 
ders a 
vie’s | 
Speech 
that p 
disord 
aphoni 
speech 
as syn 
manife 
pages. 
asymb 
hearin; 
of aph 
largely 
speech 
Comm 
sificati 
causal 
cal tert 
binomi 
made 1 
states | 
and th 
technic 
cause 3 
As t 
disorde 
the nu 
of well 
speech 
mial, a 
ity of 
short t 


monom 
sible. 








PRINCIPLES OF NOMENCLATURE 19 


In1TIAL PROCEDURES IN CLASSIFYING 
SPEECH AND VorIcE DisoRDERS 

Before a systematic international 
classification of speech and voice dis- 
orders is undertaken, three important 
policies must be adopted: 1. It must 
be decided whether the classification 
is to be strictly causal, strictly descrip- 
tive, or a combination of both. 2. It 
must be agreed whether technical 
terms shall be monomial or binomial. 
3. It must be determined whether tech- 
nical terms shall be derived from the 
Greek, from the Latin, or from both 
languages. 

The disadvantages of a solely des- 
criptive classification of speech disor- 
ders are manifest in Dr. Mardel Ogil- 
vie’s Terminology and Definitions of 
Speech Defects (3). On page 95 of 
that publication such widely different 
disorders as alalia, aphemia, atonic 
aphonia, dumbness, lack or loss of 
speech, and loss of voice are all listed 
as synonyms of mutism because all 
manifest loss of speech. Likewise, on 
pages 182-3, alalia, aphemia, asemasia, 
asymbolia, dysphrasia, logoplegia, and 
hearing mutism are listed as synonyms 
of aphasia. As therapy often depends 
largely upon the cause of a given 
speech disorder, the Nomenclature 
Committee built its system of clas- 
sification as far as possible upon a 
causal basis. Each monomial techni- 
cal term, and the first member of each 
binomial technical term, is therefore 
made to end with a root word which 
states the cause of the speech defect, 
and the second word of all binomial 
technical terms is made to state the 
cause in still greater detail. 

As the numberof speech and voice 
disorders is very small compared with 
the number of plants, as a majority 
of well established technical terms for 
speech and voice disorders are mono- 
mial, and as an overwhelming major- 
ity of speech therapists much prefer 
short terms, the Committee has used 
monomial nomenclature whenever pos- 
sible. 





A comparison of such terms as 
mutitas physiologica, surdo-mutitas, 
mutitas prolongata and mutitas idi- 
otica, all derived from the Latin, 
with the corresponding terms alalia, 
aneneia, atelolalia and alogia, derived 
from the Greek, shows the value of 
deriving words from the Greek rather 
than from the Latin. Moreover, a 
large majority of well established 
technical terms for speech and voice 
disorders are derived from the Greek. 
Although Latin has proved satisfac- 
tory as the basis for botanical nomen- 
clature, Greek unquestionably serves 
better in speech and voice nomencla- 
ture. Good nomenclature never de- 
rives a term partly from the Greek 
and partly from the Latin. As some 
well established prefixes have dif- 
ferent meanings in Latin and in 
Greek, it avoids confusion to derive 
all technical speech and voice terms 
from the single language, Greek. 

For these reasons the Nomencla- 
ture Committee decided that a sys- 
tematic international classification of 
disorders of speech and voice should 
consist as far as possible of monomial 
technical terms derived from the 
Greek, and should be primarily causal 
rather than descriptive. 

The Committee recommends, fur- 
thermore, that’ all technical terms for 
speech and voice disorders shall begin 
with a descriptive prefix which depicts 
the most outstanding symptom of the 
disorder, and shall end with a root 
word which states the cause of the 
disorder. Thus every technical term 
both describes the speech or voice dis- 
order and states its cause. 

Fortunately the Greek language is 
rich in words which refer to speech 
and voice. It furnishes. nine different 
words meaning speech and nine dif- 
ferent words meaning voice; and this 
number coincides with nine recognized 
major causes of speech and voice dis- 
orders. Accordingly, under the Greek 
root word Jalia have been grouped all 
speech defects due to functional 
causes; under the Greek root word 
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eneia have been grouped all speech 
disorders caused by impaired hearing ; 
and under the Greek root word phonia 
have been grouped all voice defects 
due to functional causes. In like man- 
ner the Committee has classified all 
speech and voice disorders, associat- 
ing each recognized major cause with 
one Greek root word meaning speech 
and with one Greek root word mean- 
ing voice. The accompanying list 
shows this classification: 
Speech V oice 








Disorder Disorder 
Cause Root Root 
Word Word 
Tunctional................ lalia phonia 
anomaly of speech : 
or voice organ...:... glossia ~- geria* 
cortical lesion........... phasia iamusia* 
OT Cr, a eneia* audia* 
disease not included 
elsewhere................ phthongia* laryngopia* 
insanity phrasia boia* 
mental deficiency..... logia muia* 
Paralysis. ........ .. arthria enopia* 
psychogenic phemia omphia* 


* Terms marked with an asterisk were 
coined for the Nomenclature Committee by 
Dr. G. Oscar Russell (6), not by the writer. 


It will be seen that this system ob- 
viates the need of a more cumbersome 
binomial nomenclature, and that it re- 
tains well established terms where- 
ever possible. 

If a speech therapist desires to state 
the cause of a speech or voice disor- 
der more precisely than is possible in 
monomial nomenclature, he may use 
binomial nomenclature, stating the 
exact cause in the second word in the 
form of a Greek adjective, ending uni- 
formly in -ica, from the Greek -tkos, 
signifying pertaining to that which the 
root word denotes. This uniform end- 
ing is exactly parallel to the uniform 
ending, -ales, of all orders of plants. 

Among other causes of speech and 
voice disorders which cannot be stated 
in monomial nomenclature due to lack 
of Greek words meaning speech and 
voice are the following, beside which 
a causal second word suffix is sug- 
gested: 


imitation, whether 
conscious or sub- 


EO ESE RS ele eae mimetica 
lack of unilateral 
cerebral dominance........... amphidexica 


late maturation of 
ability to discrim- : 
inate speech sounds.....phonodiag- 


nostica 
short auditory mem- 
Ee GN schist ttre brachym- 
nesica 
unknown adelica 





Beside each of the following struc- 
tural anomalies which cause dysglossia 
is listed a corresponding second word 
suffix, stating the kind of structural 
anomaly : 


absence of teeth............. anodontica 
cleft-palate...................««. uranoschismatica 
enlargement of tongue...macroglottica 
YS eee chiloschismatica 
irregular position 

ofS a eens ankylodontica 
short soft palate............ brachyuranica 
eye Da 0 | en ea ankyloglottica 
under-shot jaw...........-.-- prognathica 


Some of the well established Greek 
descriptive prefixes are .s follows: 


Enunciation Disorders * 




















a- permanent mutism 

asapho- . .....mumbling 

atelo- .... delayed development 

ET: |S ie ae PR cee abnormally slow 

ROTOR acca coctesepndateld sound unit additions 

idio- ...... _invented, individual 

NORE deo. sa sct ches sniaeaeed elision 

PEER coca csscadiestenssieed reversals 

DEED cscos kcsoccs .sound substitutions 

pedo- ........... infantile, baby-talk 

rhino- cleft-palate type 

BDABINO= ssid. csscnnsonsceeen! spasmodic 

BRI = ecasecinconncossestncseaad abnormally rapid 
Formulation Disorders 

NINE Si cs cctas tes aeapstotee repetitious 

SE a saitnscy catectscnspcemnee echo 

BUI cosccniacosacieacasacsens too much 


. too little 
word change 
DRI clescacead cect aareetinen too much 





Voice Disorders 

lack of voice 
dull, denasalized 
loud 









. metallic 
Peg EOE Cott weak, soft 
pigdeidiantectecsnnd tees shrill 
para- ...... ....morbid alterations 
PUCUMIOM Fos snccensenaes breathy 
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rhino- 
trachy- hoarse 
trom trembling 


These descriptive prefixes of speech 
and voice disorders correspond exactly 
with such botanical descriptive prefixes 
found in the four classes of 


as are 

algae: 
Cyanophyceae........... blue green algae 
Chlorophyceae.......... light green algae 
Phaerophyceae.......... brown algae 
Rhodophyceae........... red algae 


To classify speech disorders sys- 
tematically it is necessary only to 
designate each class of disorders by 

: <A : 
placing the Greek prefix dys- meaning 
bad, defective, before each of the 
nine speech disorder root words listed 
above as follows: 

dyslalia, functional speech defects 

dysglossia, disorders due to structural 

anomalies of speech organs Z 

dysphasia, disorders due to cortical le- 

sions 

dyseneia, disorders'due to deafness __ 

dysphthongia, disorders due to other ill- 

nesses 

dysphrasia, disorders due to insanity _ 
dyslogia, disorders due to mental defi- 
ciency 
dysarthria, disorders due to paralysis 
dysphemia, psychogenic disorders 


By substituting for the uniform 
class prefix dys-, the following des- 
criptive prefixes which apply to func- 
tional speech defects, the following 
classification of dyslalia results: 


atelolalia, delayed speech 

asapholalia, mumbled speech 

bradylalia, abnormally slow speech 

embololalia, addition of speech sounds 

idiolalia, invented language 

leipolalia, elision 

metalalia, reversal of speech sounds 

paralalia, substitution or mispronuncia- 
tion of speech sounds 

pedolalia, baby-talk 

rhinolalia, functional cleft-palate type of 
speech 

tachylalia, abnormally rapid speech 


If a speech therapist wishes to des- 
cribe functional substitutions of speech 
sounds more accurately than the ter 
paralalia makes possible, he may list 
the mispronounced sounds in alpha- 
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betic order at the right of paralalia, 
with or without the substituted sound 
in parenthesis at the right of the 
sound for which it is substituted. Thus 
paralalia 1 (w), r (w), s (lateral), 
z (lateral) indicates that the patient 
substitutes w for both / and yr,’ and 
makes both s and ¢z laterally. Or the 
Greek name of the letter mispro- 
nounced may be inserted between the 
prefix, para-, and the root word Jalia; 
the above example would then read 
paralambdalalia, pararhotalalia, and 
parasigmalalia. As the corresponding 
older terms paralambdacism, para- 
rhotacism, and lateral sigmatism do not 
indicate the cause of these substitu- 
tions, the speech therapist should state 
the cause after such terms if he wishes 
to retain them. 

CHANGEs SINcE Apoprion in 1929 

As the classification of speech dis- 
orders published in the first edition 
of A Dictionary of Terms Dealing 
with Disorders of Speech (4) was the 
same classification which was official- 
ly adopted by the Association in 1929, 
the Nomenclature Committee did not 
wish to assume the responsibility of 
making radical revisions in this clas- 
sification without official sanction by 
the Association. 

However, the Committee did make 
the following changes in classification 
in the 1946 revision (5) for the rea- 
sons stated below: 

In the interests of monomial nomen- 
clature, the old dyslalia group was 
split up into three groups: 1. dyslalia 
was limited to functional speech de- 
fects; 2. all speech disorders due to 
any structural anomaly of any organ 
concerned with articulation were 
placed in a new group, dyglossia; 3. all 
speech disorders due to any form of 
deafness were placed in a new group, 
dyseneia. 

Likewise, in the intere:ts of mo- 
nomial nomenclature, the old dyslogia 
group was split up into two groups: 
1. dyslogia was limited to speech dis- 
orders due to mental deficiency ; 2. all 
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speech disorders due to impaired rea- 
soning in psychoses were placed in a 
new group, dysphrasia, which must 
not be confused with dysphasia. 

The dysphasia group was reclassi- 
fied to conform with recent writings 
of Nielsen (2) and Cobb (1). Dys- 
phasia was divided into three major 
groups, sensory disturbances, formula- 
tion disturbances, and motor disturb- 
ances. Sensory disturbances were di- 
vided into disturbances in primary per- 
ception, disturbances in recognition 
(agnosia), disturbances in comprehen- 
sion (sensory aphasia), and disturb- 
ances in understanding the full signifi- 
cance of words (semantic aphasia). 
Formulation disturbances were divided 
into disturbances in the formulation 
of mental images, difficulty in evok- 
ing words as names (amnesic 
aphasia), disturbances in sentence con- 
struction (syntactical aphasia), and 
disturbances in the formulation of 
connected discourse, corresponding to 
semantic aphasia. Motor disturbances 
were divided into motor aphasia, 
motor agraphia, motor amusia, and 
other forms of apraxia. The terms 
mixed aphasia and total aphasia were 
retained. 

Formulation disturbances are mani- 
fest both in speech and in writing, 
and rightly include those disturbances 
of expression which are described by 
many writers under sensory agraphia 
and sensory aphasia. The language 
formulation area is so close to both 
Wernicke’s area and the angular gyrus 
that formulation disturbances are 
often manifest in patients afflicted 
with sensory aphasia. 


ProceDurRE Usep 1n Corntnc NEw 
TECHNICAL TERMS 

The Nomenclature Committee used 
the following three steps in coining 
all new technical terms, and recom- 
mends that speech therapists take 
equal care if they have occasion to 
coin new terms: 

1, A list of all Greek words hav- 
ing the same meaning as the English 
equilvalent and several synonyms of 
this English equivalent was obtained 


from two or more English-Greek dic- 
tionaries. 

2. Each of these Greek words was 
traced in an unabridged Greek-Eng- 
lish lexicon and all terms were dis- 
carded which did not have the desired 
meaning. 

3. All Greek words not already dis- 
carded were further traced in an un- 
abridged English dictionary to find 
which words had come through long 
usage to have taken over a different 
meaning from that desired; all such 
words were discarded. Just as many 
English words have half a dozen en- 
tirely different meanings, so many 
Greek words have several different 
meanings. After this process of sifting 
out inappropriate terms, about one 
term in six remained from which to 
select the shortest and best known 
term which has the nearest meaning 
to that desired. 

As the learning of technical terms 
is difficult at best, writers should not 
coin unnecessary terms. The Nomen- 
clature Committee is, often able to sug- 
gest a well established term which 
has meaning identical with that of a 
newly proposed term. 
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Sex Differences in Relation to 
Stuttering: Part II 


NE OF THE MOST significant 

factors implied by studies re- 
ported in Part I (5) of this article 
concerning sex differences in the at- 
titudes of parents and teachers to- 
wards children’s behavior, would seem 
to be the evaluations made by boys 
and girls of those attitudes, and their 
reactions to them. The following three 
studies and discussion represent a 
more detailed investigation of this as- 
pect of the problem. 


Strupy I 
’ HE ELEMENTARY classes in 


creative dramatics, and junior 
high school sections of speech taught 
by the author in Muessel School, 
South Bend, Indiana, seemed to con- 
tain a representative sample of boys 
and girls of whom to make an in- 
quiry in this connection. In these 
classes the teacher-pupil relationship 
tended to be informal, and it was 
judged that a degree of rapport existed 
which would make it possible to se- 
cure fairly accurate and unguarded re- 
ports in response to relevant question- 
naire items. 
SuBJECTS 
The subjects consisted of all chil- 
dren present on the days the ques- 
tionnaire was administered, in the 


* Hildred Schuell (Ph.D., Iowa) teaches 
speech in Washington High School, South 
Bend, Indiana. This is the second of two 
articles which constitute substantially a 
Doctoral dissertation submitted in partial 
fulfillment of the Ph.D. degree in the De- 
partment of Speech, State University of 
Iowa, August, 1946. The dissertation was 
written under the direction of Professor 
Wendell Johnson. The first part of the ar- 
ticle was published in the December, 1946, 
issue of the Journal of Speech Disorders. 
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fifth, sixth, seventh, and eighth grades 
of a public school located in a middle- 
class residential district in South 
Bend, Indiana. The junior high school 
group tended to be made more hetero- 
geneous by the inclusion of children 
from a suburb which has no junior 
high school, and which contains the 
homes of a larger number of execu- 
tives, professional men, and business 
owners than the immediate school en- 
virons, and by pupils from adjacent 
parochial schools which have a larger 
foreign population. The total group 
consisted of 161 boys and 142 girls. 


PROCEDURE 

This part of the study was de- 
signed to furnish leads, provided by 
the pupils themselves, for further in- 
vestigation. Consequently the situation 
was structured as little as possible and 
no specific answers or types of an- 
swers were suggested. The children 
were told informally that the teach- 
er was interested in the things that 
happened to boys and girls outside 
her classroom, and how they felt 
about them: that they should write 
their sex, and their age at their last 
birthday on their papers, but that they 
need not write their names; that no 
one else would see their papers, but 
that this was a study which might 
help other boys and girls if they gave 
a full report and said what they real- 
ly thought. The following questions 
were written on the board, and papers 
were collected at the end of one hour: 

1, What things does your mother scold 
you for, or punish you for? 

2. What things does she praise you for? 

3. What things does your father scold 
you for, or punish you for? 

4. What things does he praise you for? 


23 











24 JOURNAL OF SPEECH DISORDERS 


5. How are you punished? 

6. Are you scolded or punished for cry- 
ing? 

7. Do you get your own way if you cry? 

8. Do you like school? 

9. Do other children pick on you, make 
fun of you, or hurt your feelings? Tell 
which, 

10. What things do you worry about? 

11. Do your parents like you better than 
they like your brothers and sisters? Of your 
brothers and sisters, which do they like 
best? How can you tell? 

12. Do you wish your parents would 
show you more affection? In what way 
would you like to have them do this? 

The informality of the preliminary 
investigation had both advantages and 
disadvantages. In the first place it was 
recognized that only to a very small 
degree could the results have quanti- 
tative significance. The possibility was 
always present that pupils might have 
reported items which they did not re- 
port, had they thought of them. It 
was believed, however, that if the boys 
and girls responded to the questions 
without any directions or suggestions 
they would tend to include those items 
which had emotional significance to 
them. In this sense, then, the data re- 
ceived from this study seem more 
meaningful and less superficial in cer- 
tain respects than those which came 
from later checking of comparable 
questionnaire items derived from the 
first reports. Moreover, the data re- 
ceived from this preliminary study 
provided the basis for a questionnaire 
which could be treated quantitatively, 
and the fact that the items were so 
derived tended to make the question- 
naire more pertinent than it might 
have been had the items been arbitra- 
rily determined. 


RESULTS 

More girls than. boys reported that 
they were punished by their mothers 
for not helping with the housework, 
for disobedience, disorderliness, im- 
pertinence, not practicing, lying, pro- 
crastinating, and spending money 
foolishly. The largest sex difference 
was for the first item. 


More girls than boys reported that 
they were punished by their fathers 
for carelessness, procrastination, im- 
pertinence, staying out late, disorderli- 
ness, and not helping their mothers. 
More girls than boys reported that 
they were not punished at all by their 
fathers. 

More girls than boys reported that 
they were praised by their mothers 
for helping with the housework, for 
good work in school, musical accom- 
plishments, good manners, looking 
nice, and for promptness. More girls 
than boys reported that they were 
praised by their fathers for good work 
in school, for helping their mother, 
for musical accomplishments, for do- 
ing things well, and for domestic ac- 
complishments. 

More boys than girls reported that 
they were punished by their mothers 
for staying out late, for quarreling, 
for their personal appearance, for 
neglecting assigned duties for bad 
manners, for being noisy, and for ‘be- 
ing bad.’ Exactly what was intended 
by the last term is not clear; whether 
it implied a generalized feeling of 
guilt derived from inadequacy in con- 
forming with the mother’s standards, 
or disregard of them, one can only 
conjecture. 

More boys than girls reported that 
they were punished by their fathers 
for neglecting assigned tasks, for using 
or mislaying tools, for not helping 
their father, for fighting, for being 
destructive, ‘being bad,’ being noisy, 
for bad manners, and for smoking. 

More boys than girls reported re- 
ceiving no praise from either father 
or mother. More boys than girls re- 
ported being praised by their mothers 
for being good, being obedient, doing 
things well, and earning money. More 
boys than girls reported praise from 
their fathers for performing assigned 
duties, for being good, for participat- 
ing in sports and for having a job. 

Parents seemed to desire that girls 


should stay home, help their mothers, ° 
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look nice, be neat and orderly, well- 
mannered, accomplished, and domestic. 
However, they seemed to desire that 
boys should create less disturbance, 
give more attention to their work, get 
out and do things, participate in ath 
letics, have jobs, and earn money. 

Boys tended to be punished more 
severely than girls. The item which 
revealed the greatest sex difference 
was being spanked or paddled, more 
than twice as many boys as girls re- 
porting this punishment. Girls reported 
scolding about as often as boys. 
Punishments reported by girls and 
not by boys included being deprived 
of allowance, separated from friends, 
and made to sit on a chair. More girls 
than boys reported loss of privileges, 
and being sent to their own room. It 
is to be noticed that these are all com- 
paratively mild punishments. 

Boys reported punishment, and girls 
did not, by being sent to bed without 
supper, being slapped, and given extra 
work to do. (A few girls reported be- 
ing slapped, also, but it did not ap- 
pear in the list of ten most frequent- 
ly reported punishments.) Besides be- 
ing spanked or paddled, more boys 
than girls reported punishment by be- 
ing kept in, and by being sent to bed. 

Slightly more boys than girls re- 
ported that they were scolded or 
punished for crying, although the dif- 
ference was negligible. However 23.3 
per cent of the girls, compared with 
16.2 per cent of the boys reported that 
they got their own way by crying 

Of the girls, 54 per cent reported 
that they liked school, compared with 
34 per cent of. the boys; 35 per cent 
of the girls, and 33 per cent of the 
boys gave answers which indicated 
that they liked some parts of it: 33 
per cent of the boys and 11 per cent 
of the girls expressed unqualified dis- 
like of school. 

More boys than girls reported that 
thev were picked on, made fun of, or 
hurt by other children, but more girls 





than boys admitted that other chil- 
dren hurt their feelings. 

Girls tended to worry more than 

boys about members of their families, 
about clothes, about being liked, things 
they had done, and their pets. More 
boys than girls reported worrying 
about jobs, the future, money, and 
the war. Boys reported worrying about 
girls slightly more often than girls re- 
ported worrying about boys. 
_ In answer to the question regard- 
ing preferences shown in the family, 
63 per cent of the girls, and 48 per 
cent of the boys reported that no 
partiality was shown. The difference 
b. tween the percentage of boys and of 
girls who reported that they desired 
more affection from their parents was 
negligible. Of those who desired some 
change in parental attitude, girls ex- 
pressed a desire for more freedom, 
and more appreciation; more love, at- 
tention, and to be given more things 
shared third place in order of fre- 
quency with which they were reported. 
Boys desired to be given more things, 
more affection, and more cooperation, 
in order of frequency. 


SuMMARyY OF RESUL‘S 

These data seem to imply that girls 
feel more security than boys in family, 
school, and social situations. They ap- 
pear to be sheltered more than boys 
encouraged to be more dependent, to 
be praised more and punished less 
severely. They encounter less conflict 
in the total environment, according to 
their own testimony. Boys in the same 
age groups, who tend to be less ma- 
ture physically, mentally, and social- 
ly, seem to be forced into sterner com- 
petetions, and handled less gently. 
They are punished for the same ag- 
gressive types of behavior which they 
are forced to develop in order to com- 
pete with the girls in school, to hold 
their own with boys (who tend to be 
rougher than girls), to compete in 
sports, to get jobs, and to earn money. 
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STUDY II 


OR STUDY II, the following 
Pe catitaraier was used, con- 
structed from items reported by pu- 
pils in Study I, and employing the 
multiple choice procedure for indi- 
cating responses. The purpose of this 
study was to secure data which would 
be amenable to more meaningful sta- 
stistical analysis, and to determine 
whether or not the same differences 
would tend to appear if the study 
were repeated under conditions which 
were to a large extent similar to those 
of the first study. 


Age at last birthday. 


SUBJECTS 


The same school population was 
used as in the first study. It was not, 
of course, the identical population. 
Six months had elapsed, including a 
summer vacation. A third grade group 
and two fourth grade groups were 
added, and one 8B and one 8A group 
were chosen at random, rather than 
using the entire eighth grade popula- 
tion, which had tended to over-weight 
the first study with older children. 
The grotfp was composed of 291 pu- 
pils, 134 girls and 156 boys, between 
the ages of eight and fourteen. 


Boy Girl 





I. I get scolded or punished for this: 


. Not helping with housework 


Mostly Mostly Equally Hardly 
by by by both ever by 
mother father either 





. Being disobedient 





. Staying out late 





Quarreling 





Fighting 








Being disorderly 





Being rude 





CON O Un tt 


Destroying things 
. Telling lies 


~ 





Ns 


19. Your appearance 





11. Not doing assigned duties 





12. Spending money foolishly 





ig. Being noisy 





14. Being bad 





15. Putting things off 





16. Manners 





_ 


I am praised for this: 
Helping with work 





Getting good grades 





. Obeying 





Being good 








Looking ‘nice 
Earning money 





. Doing things well 





SNOMAWNE 


Manners 





=_ 


I am punished in these ways: ° 
Spanking or paddling 


bs 








. Scolding 
Having privileges taken away 





Having to stay in 





Being sent to bed 








Being sent to bed without supper. 





Having my allowance taken away. 
. Being sent to my room 
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. Being separated from my friends 
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1V. Do you think you are punished unfairly? . 












































Often Sometimes Hardly ever Never 

V. Are you scolded or punished for crying? ; 
ften Sometimes Hardly ever Never 

VI. Do you get your own way if you tease or cry? 

Often Sometimes Hardly ever Never 
VII. Do you like school? : 

Almost always Some parts of it Not at all 
VIII. Do other children do these things? 

Some- Hardly 
Often times ever Never 
1. Pick on you 
2. Make fun of you 
3. Hurt your feelings 
4. Start fights with you 
1X. Do you worry about any of these things? 
Some- Hardly 
Often times ever Never 
1, School 
2. Your family 
3. Your health 
4. Clothes 
>. Money 
6. Job 
7. The future 
8. Things you have done 
%, Being liked 
10. Dates 
X. List your brothers and sisters and give their ages. 
Brothers Age Sisters Age 


Which of yotir brothers do your parents like best? 
Which of your sisters do your parents like best? 





Xi. Do your parents like you better than they do your brothers and sisters? 


Much better A little better 
XII. 
or more. 

Show you more affection. 
Show more interest in you. 
Show less partiality. 

Give you more freedom. 
Be more lenient. 

Be more understanding. 
Not criticize you so much. 
Praise you more. 


SCXOY PEVnr 


PROCEDURE 

The children were told that the 
items on the questionnaire were the 
ones which they themselves had re- 
ported, and that it was given to them 
to find out if there were any things 
which they hadn’t thought of before 
which they would like to check now. 
The questionnaire was read to them 
and the method of checking explained. 


Just the same Not as much 


Check the things you most wish your parents would do. You may check one, two, 


They were told that they might ask 
questions at any time. 

Percentages of children making 
each response were calculated, using 
as N the number of children who re- 
turned answers on each specific ques- 
tion. Since pupils were allowed to ask 
for help whenever they failed to un- 
derstand the desired response, the N 
remained fairly constant. To find the 
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significance of the differences between 
percentages, the circle graph tech- 
niques described’ by Burr and Hobson 
(1) was employed, and significance 
at the five per cent level of confidence 
determined. N’s employed 132 and 
152, which were the lowest numbers 
of girls and boys, respectively, re- 
sponding to any question. This pro- 
cedure tended to underestimate slight- 
ly the significance of the differences 
found. 


RESULTS 

In Table 1 data are summarized 
concerning the behavior for which 
boys and girls reported receiving 
punishment and praise, and the types 
of punishment received. 

For every item reported except tell- 
ing lies the direction of the differ- 
ence indicated that more boys than 
girls received punishment. The dif- 
ference was significant at the five per 


‘Tanrie 1. Items for which boys and girls reported receiving punishment, praise, and types 
of punishfnent reported, with percentage of girls and boys making each indicated 
response. Minimum N for boys, 152, for girls, 132. Maximum N for boys, 156, for 


girls, 134. 





Items Reported 


Mostly Mostly Equally Hardly 
by by by ever by 
mother father both either 








(Punishment) 


Not helping with housework.............22.......-.00+0-++ 


Being disobedient 








Staying out late 





Quarreling  ....... ketenes chen mare A> 





Vighting 


Reing disorderly ss shealsienScgpcoessenl cote 
RN RNS ina L schists iccascivnes<ctcedaseatcsiacet ci aetna 





Destroying things ..................-.- 





ROIS RR cos nnscensonsenonocsade sock enicanioencacoumcacenaie 


NIRTAEIISE » 2c: copaschatudenpesseshossseanens 


Not doing assigned Guties................-..-c-cscecsssee 


Spending money foolishly.. 











Being noisy ....... 





Being bad ............ 








SS eee Ee 


AMARMERRT RMREINTG OEM 65 oc ssaso cece inten cnsseccomensannsclcseal 


(Praise) 
Helping with work .............. 





Getting good grades 








Obeying 





Being good 


RNNCRTNES SMNUOE cncensecsddvinccosctcbesieebanccubciestvcenseebiale 


Karning money ...... 





RS MOG WEN assis tacecsincesctcenpmensiromchataon 





Manners 





(Methods of Punishment) 
Spanking or paddling 








Scolding 





Privileges taken away 





Having to stay in 
Being sent to bed..... 





Being bad 





Having allowance taken away. ............-+-lecss-- 


Sent to room 





Separated from friends 





oes‘ aoe: GS. BG. BOG. B. 


*40.0 28.2* 14 19.0 199 199 39.9 39.8 
28.1 27.5 148 17.9 31.8 30.7 25.3 23.0 
20.0 224 %* 7.4 21.7 20.0 23.0 *54.0 32.6 


*40.0 25.0 * 88 15.0 288 25.0 35.9 32.0 


19.9 20.9 13.3 168 20.7 243 466 35.9 


pee 304 £2 36° Wl 141 27 Zl 
21.0 23.0 “82 10.8 263 21.1 443 442 
175 233 74 97 194 194 545 47.4 
. 155 193 96 13.0 422° 346 32.5 32.6 
41.1 52 835 179 169 335 33.3 

24.3 *14.1 243 19.4 24.3 268 28.9 

18.7 * 6.7 248 23.3 23.2 39.0 43.3 

29.0 193 80 33.5 37.9 283 20.5 

18.1 *14.0 23.3 348 30.1 32.5 27.6 

4 25.1 * 5.2 12.3 343 20.6 41.0 41.9 
FAD 7 *75 Tl 310 B26 272 28 
*474 342 3.7 46 393 50.0 9.6 11.2 
15.5 143 81 83 717 66.0 5.1 9.7 
22.2 764 81 83 57.0 49.0 125 16.1 
23.1 256 74 70 55.2 474 141 198 
37.7 35.0 103 64 43.7 396* 81 188 
*29.6 106.2 * 8.1 20.7 444 461 17.7 168 
268 224 9.7 103 525 513 * 5.9 153 
20 20 75 31 3/8 4996 *105 Zl 
21.4 16.1 *11.1 283 15.5 16.1 "51.1 39.3 
39.2 33.3. 118 18.5 39.2 37.1 9.6 10.9 
24.6 23.0 *13.3 243 261 21.1 35.8 31.4 
36.5 30.7 * 82 19.2 164 19.2 38.7 30.7 
88 148 * 5.1 17.7 9.6 12.9 *76.3 584 
18.5 18.1 *14.0 23.3 348 30.1 32.5 27.6 
Wo 72 32 Wl } OO 39 161. 730 
216 134 67: 111 119 83 39.7 666 
13.3 167- 37 90 83 174 *74.2 574 





*Difference significant at 5 per cent level of confidence. 
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cent level of confidence for staying 
out late; that for fighting very close- 
ly approached significance at this level. 

A larger percentage of boys than of 
girls reported punishment by the 
mother for staying out late, fighting, 
being disorderly, being rude, destroy- 
ing things, telling lies, and being 
noisy, but the last was the only one 
for which the difference was statisti- 
cally significant. 

More boys than girls reported 
punishment from their fathers for all 
items except being noisy. Differences 
were statistically significant for not 
helping with the, housework, staying 
out late, quarreling, not doing as- 
signed duties, spending money foolish- 
ly, being bad, putting things off, and 
manners. 

The hypothesis is offered here that 
these significant differences constitute 
a real sex difference in the amount 
and degree of child-parent conflict. 
In the first place it is likely to be the 
more serious conflicts which are saved 
for the father to deal with; milder 
ones are usually handled by the mother 
as they arise during the day. In the 
second place punishment by the father 
tends to be more effective than punish- 
ment by the mother because it is 
rarer; the father has less time to 
spend with the child, and his admoni- 
tions are less likely to be taken light- 
ly than the accustomed ones of the 
mother. In the third place there is 
some evidence that the punishments 
of the father are or seem to the child 
more severe than those of the mother. 
peveral children volunteered com- 
ments to this effect, such as, “The 
same, only more so.’ “The same, only 
more reinforced.’ 

More boys than girls reported be- 
ing spanked or paddled, having 
privileges taken away, having to stay 
in, being sent to bed, being sent to 


bed without supper, having allowance. 


taken away, and being separated from 
friends. Differences were statistically 
significant for spanking or paddling, 


being sent to bed, and being separated 
from friends. The only punishments 
by the mother reported more often 
by: boys than girls were being sent to 
bed, and separated from friends, but 
these differences were not statistical- 
ly significant. However, boys reported 
more punishments of every type from 
the father, than did girls, and the dif- 
ferences were significant for spank- 
ing and paddling, having privileges 
taken away, being made to stay in, 
and being sent to bed. 

Boys received less praise from par- 
ents for every item reported except 
earning money. Mothers gave boys 
slightly more praise than girls for 
obeying and being good, but the dif- 
ferences were not significant. Fathers 
praised boys more than girls for get- 
ting good grades, obeying, earning 
money, and doing things well. The 
difference was statistically significant 
for earning money. Boys on the whele, 
then, tended to receive less parental 
approval than girls. Approved be- 
havior for boys seemed to consist of 
being good, being obedient, getting 
good grades, earning money, and do- 
ing things well. Interesting differences 
might have appeared had the last 
item been broken down into different 
types of performances. 

More girls than boys reported 
punishment by the mother for not 
helping with the housework, being dis- 
obedient, quarreling, personal appear- 
ance, not doing assigned duties, spend- 
ing money foolishly, and_ putting 
things off. Differences were statistical- 
ly significant for not helping with the 
housework, quarreling, not doing as- 
signed duties, and spending money 
foolishly. Mothers appear, from this 
report, to exercise closer supervision 
over the girls than over the boys. The 
only item for which more girls than 
boys reported punishment from the 
father was being noisy; this differ- 
ence approached sstatistical signifi- 
cance. It would appear that fathers 
wish to have quiet lady-like daugh- 
ters. 
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More girls than boys reported being 
scolded and sent to their rooms, but 
the differences were not significant. 
More girls than boys reported all types 
of punishments by the mother except 
being sent to bed and being separated 
from friends, but the differences were 
not significant. For no item did more 
girls than boys report punishment by 
the father. 

More girls than boys reported praise 
for all items except earning money. 
Statistically significant differences ap- 
peared for looking nice, doing things 
well, and for manners. They reported 
praise from mothers more often than 
boys did for all items except obeying 
and being good. Differences were 
statistically significant for helping with 
the housework and earning money. 
This last item should probably be in- 
vestigated further, to find out whether 
or not it tended to apply to money 
earned from the mother for house- 
hold tasks, since comparatively few 
of the girls were known to have out- 
side jobs. They reported more praise 
from fathers than boys for being 
good, loking nice, and for manners, 
althought the differences were not sig- 
nificant. 

Thirty-six per cent of the boys, 
compared with 34 per cent of the girls 
thought that they were sometimes 
punished unfairly. This difference is 
not statistically significant. 

Slightly more boys than girls (26 to 
24 per cent) reported that they were 
punished or scolded for crying, but 
this difference was not significant. On 
the other hand 24 per cent of the boys 
and only 13 per cent of the girls re- 
ported that they got their own way 
if they teased or cried. This is con- 
tradictory to the findings in the first 
study, where, however, the item was 
crying alone, so that the two items 
are not strictly comparable. 

Statistically significant differences 
appeared again in the attitudes of boys 
and girls toward school. Indicating 
that they liked school almost always 


were 63 per cent of the girls, com- 
pared with 33 per cent of the boys. 
Indicating that they liked some parts 
of it were 33 per cent of the girls 
and 53 per cent of the boys. An in- 
vestigation of whether or not a sex 
difference would appear in regard to 
which parts were liked is indicated. 
This is a school in which gymnasium, 
special classes in art, music, speech, 
and shop, and special activities con- 
nected with them have some degree of 
popularity. Only 3 per cent of the girls 
and 13 per cent of the boys indi- 
cated that they did not like school at 
all. All the differences were statisti- 
cally significant, and better school ad- 
justment on the part of the girls was 
indicated. 

Although slightly more boys than 
girls felt that other children picked on 
them, and slightly more girls than 
boys admitted to having their feelings 
hurt by other children, these differ- 
ences were not significant. Significant- 
ly more boys than girls reported that 
other children made fun of them and 
started fights with them, indicating 
that boys encountered more conflict 
than girls in their relations with other 
children. 

More girls than boys reported wor- 
rying about members of the family, 
health, things they had done, being 
liked, dates, and clothes. The last item 
was the only one which revealed a 
statistically significant difference. More 
boys than girls reported worrying 
about school, money, a job, and the 
future. The only item for which the 
difference was statistically significant 
was a job. 

In response to the question concern- 
ing partiality on the part of the par- 
ents, 3 per cent of the girls and 1.5 
per cent of the boys reported that 
they thought their parents liked them 
much better than the other children; 
3 per cent of the girls and 8 per cent 
of the boys reported that they liked 
them a little better ; 83 per cent of the 
girls and 76 per cent of the boys re- 
ported no partiality; 10 per cent of 
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the girls and 15 per cent of the boys 
reported that their parents did not 
like them as well as they liked their 
brothers or sisters. Although none of 
these differences are significant at the 
five per cent level of confidence, a 
slightly better adjustment on the part 
of the girls would seem to be indi- 
cated. 


More girls than boys reported that 
they wished that their parents would 
show them more affection, show less 
partiality, be more lenient, and more 
understanding. More boys than girls 
reported that they wished that their 
parents would show more interest in 
them, allow them more freedom, and 
criticize them less. The only item 
which revealed a significant sex dif- 
ference was the desire of the boys to 
receive less criticism, which would ap- 
pear to be of some importance in re- 
lation to the findings previously re- 
ported in this and in other sections of 
of this study. 


SUMMARY OF RESULTS 

This study confirms the general 
findings of the preliminary study, to 
the effect that boys encounter more 
conflict and experience more insecur- 
ity than girls, as indicated by the 
amount of punishment and praise giv- 
en by parents, attitudes toward school, 
and relationships with other children. 
Their worries, concerned with money, 
jobs, and the future seem to indicate 
a more basic insecurity than those of 
the girls, centering around the family, 
being liked, and being well-dressed. 
The data would seem to be reliable, as 
indicated by the amount of agreement 
found between the two studies. 


STUDY III 


HIS was an exploratory study de- 

signed to discover sex differences 
in parent-child relations at the pre- 
school level, for purposes of further 
investigation. The group used was too 
small for any differences found to 
have statistical significance for pur- 
poses of valid generalization, and the 


age-range was too large for behavior 
to be strictly comparable from child 
to child. Moreover, it did not con- 
stitute a representative sample, since 
all children except two were attend- 
ing preschool, and most of the par- 
ents were graduate students, college 
professors, or physicians. Neverthe- 
less it seemed that some factors of in- 
terest for future research might be 
ascertained from interviewing such a 
group of parents and securing records 
of the daily behavior of the children. 


SUBJECTS 

he subjects were 28 children be- 
tween the ages of 26 and 53 months. 
Only two of the children had passed 
their fourth birthday. All children ex- 
cept two were enrolled in the Pre- 
school Laboratories of the Iowa Child 
Welfare Research Station of the State 
University of Iowa. The subjects were 
equally divided as to sex. The group 
was, on the whole, of superior socio- 
economic status. 


PROCEDURE 

At least one parent of each child 
was interviewed, in most cases the 
mother. A preliminary questionnarie 
was filled out during the interview, 
concerning specific aspects of child 
behavior and child-parent relations, 
and the parent was encouraged to dis- 
cuss any problems which had arisen 
concerning the child. 

Parents were asked in addition to 
keep a record sheet for two weeks, 
recording the occurrences of disturb- 
ances in any of the following situa- 
tions: eating, bed, nap, bath, dress- 
ing, and toilet. These were chosen to 
secure uniformity and because it was 
thought that they were situations in 
which the parent would be most likely 
to be observing the behavior of the 
children. They were asked to check 
the method used in handling each 
situation, and the reaction of the child. 
Record sheets were returned for 8 of 
the 14 boys, and for 10 of the 14 
girls. 
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RESULTS OBTAINED FRoM 
QUESTIONNAIRE 

More girls than boys were reported 
to be punished for disobedience, for 
not putting toys away, and for rude- 
ness. More boys than girls were re- 
ported to be punished for destructive- 
ness, and for being noisy, and for 
items not specified in the question- 
naire. These included teasing the dog, 
taking toys away from the baby, etc. 
While no statistical significance can 
be attached to these observations they 
show some similarity to those reported 
for older children in the two previous 
studies. 

In regard to method of punishment 
there was a slightly higher incidence 
of spanking and being sent to bed re- 
ported for boys than for girls, and a 
higher incidence of scolding, slapping 
(which occurred in the case of only 
one child) and deprivation for girls 
than for boys. Leaving the scene, and 
having attention diverted were re- 
ported as the child’s reaction for more 
girls than boys, and kicking, verbal 
protest, and pouting, for more boys 
than girls. 

According to parents’ reports 
slightly ‘more boys than girls de- 
manded to be held frequently, and to 
go to friends’ houses to play. A few 
more girls than boys were described 
as demanding to be played with fre- 
quently, and to be taken places by the 
parents. It is difficult to predict wheth- 
er or not such differences would tend 
to appear in a larger population, or 
what they might signify if they did. 
The demand to be held might indicate 
a greater desire for reassurance or 
affection, and the demand to go to the 
houses of other children to play per- 
haps indicates a greater desire for 
freedom and wider experience on the 
part of the boys, er perhaps only that 
they are allowed at an earlier age to 
have such experiences. The reactions 
described as occurring oftener for 
girls perhaps indicate a greater de- 
pendence upon the parent for amuse- 
ment. 


No consistent sex differences in 
speech behavior were reported by par- 
ents. It appeared that boys were per- 
haps a little more willing than girls 
to initiate conversations with strange 
adults, while girls appeared to be a 
little more willing to initiate conversa- 
tions with familiar children. Three 
mothers of boys volunteered the in- 
formation that the boys were or had 
at some previous time been afraid of 
other children. It is not known wheth- 
er this was a chance occurrence found 
in this sample, or whether it has some 
significance. A rather obvious and rea- 
sonable explanation for such a fear 
would be that the child had encount- 
ered unpleasant treatment or rough 
handling from other children. This 
fact was of course indicated in the 
study of older children. 


Resuits Optatnep From 
3EHAVIOR RECORDS 

Record charts were kept for 18 of 
these children, for periods which 
varied from one week to 39 days, with 
two weeks being the average time. No 
statistically significant sex differences 
appeared in the number or kind of 
disturbances which arose, the method 
of handling, or the reaction of the 
child. The situations which provided 
most disturbances for girls were eat- 
ing, going to bed and to the toilet; 
for the boys, eating, taking a nap, 
and dressing. 

Disturbances were handled by 
means of explanations, scolding, di- 
verting attention, and isolation slight- 
ly more often for girls than for boys; 
they were handled by spanking and 
sending to bed more often for boys 
than for girls. Boys responded to 
situations by kicking, leaving the 
scene, and having attention diverted 
more often than girls. Girls hit or 
slapped back, made verbal protests, 
and pouted more often than boys. This 
is not in agreement with statements 
made by parents concerning charac- 
teristic reactions in the preliminary in- 
terview. It is of course possible that 
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non-characteristic behavior occurred 
during the period for which the record 
was kept. It is also possible that 
‘characteristic behavior’ as described, 
rather than observed, was character- 
istic of the mother’s ideas of the kind 
of behavior she expected. 


ANALYSIS OF VOLUNTEERED 
CoMMENTS 

When comments volunteered by 
parents discussing their own children 
were tabulated, a difference seemed to 
appear in the kinds of comments which 

4 
parents tended to make. The follow- 
ing are descriptive statements made 
about the behavior of little girls: 

1. She gets over any reaction quickiy; 
forgetting is a matter of minutes. 

2. She is sociable; likes to have people 
around. 

3. It (disturbance) is all over instantly; 
goes off like water off a duck’s back. 

4. She tries to ingratiate herself after 
punishment. 

5. She wants to do things exactly right; 
is more anxious to please than her brother 
(a twin). Protests a little longer—long in- 
volved explanations that it wasn’t her fault. 
Tends to receive more attention from out- 
siders than her brother. Talks much more. 

6. She is very alert to social pressure; 
there is not much occasion for punishment. 
Sometimes she cries before she is scolded. 
Tries to argue herself back into favor when 
punished. 

7. Comes around and tries to make up 
after punishment. 


The following are statements which 
were volunteered about boys: 

1. Responds with’ verbal protests 
disarming logic. 

2. Has temper tantrums. 
made by two parents.) 

3. Is afraid of other children. 

4. Bit formerly. 


5. Demands to be held if jealous of 
something mother is doing. It has always 
been easier for him to approach adults than 
children. He is in preschool now, and chil- 
dren don’t frighten him any more. 

6. When strange children are encoun- 
tered will draw close to mother and whisper 
to her. Talkativeness depends upon mood. 

7. Seems to have deeper need for affec- 
tion than sister; needs reassurance; often 
asks, “Do you love me?” Reacted strongly 


and 


(Statement 





AND STUTTERING 33 


for a time to tendency of outsiders to pay 
more attention to sister (twin); parents 
finally bought him a uniform which brought 
him some notice. 

8. Protests often; maintains own point 
of view. Unusually tall and advanced for 
age. Talks a lot; talks well; has talked since 
eight months. Would rather play by him- 
self than with other children. 

9. Very affectionate; wants to 
mother after punishment. 

10. Usually holds up arms after being 
punished and says, ‘Mummy, love me.’ 

1l. Very slow to talk; is hard to under- 
stand. Finds it hard to make people under- 
stand him. Often says, ‘I can’t say that.’ 

12. He has a sister seven years old. 
Parents have noted that he 1s less mature in 
his development, particularly in language, 
than his sister at his age. Seems harder to 
manage, displays more negativism—‘I don’t 
want to,’ etc.—pays less attention to what 
he is told. 

Such statements made by the par- 
ents interviewed leave the impression 
that in their estimation at least, little 
girls were more adequate in their so- 
cial relationships, more compliant, and 
more anxious to please. From the 
statements made concerning boys is 
obtained the impression of insecurity, 
need for affection and reassurance, 
and more resistance. There seemed to 
be detectable a corresponding attitude 
of anxiety on the part of the parents. 


kiss 


SUMMARY 

While no data of statistical signifi- 
cance were obtaired from this third 
study, the data tend to suggest that 
if a more comprehensive study of child 
behavior and parental attitudes were 
made at this age level, sex differences 
similar to those reported for older 
children might be expected to appear. 
The data also suggest that to some 
extent parental attitudes are cultural- 
ly determined, rather than based upon 
actual observations of the behavior 
of any given child. 


DISCUSSION AND CONCLUSIONS 


N KEEPING with the basic pur- 
pose of this -investigation, that of 
clarifying the ramified and obscure 
preblem of sex differences in the in- 
cidence of stuttering, and of indicat- 
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ing so far as possible suggestions for 
fruitful research on the problem, the 
attempt will be made here to point 
up the implications of the main find- 
ings reported in this and the previous- 
ly published article (5) and to suggest 
relevant further investigations. In this 
attempt, for the reason that this study 
is basically exploratory, emphasis will 
be placed, not on rigorous restraint 
in stating the implications of the data, 
but on a relatively free consideration 
of those implications, in the interests 
of stimulating rather than restricting 
further evaluation of the data and fur- 
ther research. The possible hypotheses 
and possible leads to investigation 
that seem to the writer to be most 
promising, will, of course, be stressed. 

It has been stated that if some 
physiological difference between stut- 
terers and non-stutterers could be 
found; and its functional relationship 
to stuttering could be demonstrated, 
the problems related to stuttering 
would be simplified immeasurably. Re- 
search issues would be clarified ac- 
cordingly, and therapy could with 
confidence be directed toward altera- 
tion of the indicated etiologically sig- 
nificant conditions. It may be that in 
the future some such difference be- 
tween stutterers and non-stutterers 
will be discovered, but at the present 
time none can be clearly demonstrated. 
The most tenable position seems to 
be that of regarding stuttering as 
learned behavior. With reference to 
this position—or any other position 
concerning the problem—the sex dif- 
ference in the incidence of stuttering 
must be explained. In this connection 
the various conditions which have been 
shown in this investigation to be dif- 
ferent for girls and boys, respective- 
ly, would seem to provide possible 
significant bases for hypotheses and 
leads for future systematic research. 

It does not’ seem probable that 
there is a direct relationship between 
stuttering and the higher infant and 
child mortality rates for males than 


for females, the higher incidence of 
birth injuries, or greater male suscep- 
tibility to various diseases. Stuttering 
has not been reported with any sig- 
nificant consistency when severe signs 
of lesions attributed to birth injuries 
were present, so that it does not seefn 
probable that it could be the result 
of an injury of which there was no 
other detectable symptom; neither has 
stuttering been demonstrated to be an 
accompanied or after-effect of any 
specific disease or category of dis- 
eases—high febrile diseases, for ex- 
ample. 

What these data do tend to make 
clear is that, contrary to assumptions 
which appear to be prevalent in our 
culture, the male child is not sturdier 
than the female. On the contrary, 
generally speaking, the male child is 
less sturdy than the female child. Ac- 
cordingly, the tendency to shelter and 
protect female children, and to ex- 
pect male children ‘to learn to stand 
up for themselves,’ and ‘to learn to 
take their knocks,’ would appear to 
involve a misinterpretation or disre- 
gard of the situation as it exists for 
the child. The data reviewed in this 
study would seem to imply that if 
maladjustments are to be avoided, or 
reduced in frequency and severity, 
the needs of the young boy for af- 
fection, protection, and security must 
be met, and not rejected for fear of 
‘babying’ him or making him a ‘sissy.’ 
The effects of situations which pro- 
mote feelings of insecurity and in- 
adequacy on the part of the child may 
readily be reflected in the hesitant 
speech behavior characteristic of stut- 
tering in its incipient stages. 

Neither does it appear plausible that 
a direct relationship ‘exists between 
stuttering and sex differences in physi- 
cal growth. It is when these differ- 
ences are not taken into account that 
difficulties occur. They would seem not 
to be taken into account when the 
child is forced into competition with 
other children who have progressed 
to a stage of development in advance 
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of his, whatever the child’s chronologi- 

cal age may be, and when his behavior 
is evaluated on the basis of compari- 
sons arising out of such competition. 
The fact that the young boy does not 
necessarily appear smaller than the 
girl of equal age, and may in fact be 
taller and heavier although less ad-° 
vanced in the developmental cycle. 

contributes to such misinterpretations. 

There seems to be no reasonable doubt 
that parents and teachers have a tend- 
ency to make unqualified comparisons 
of boys and girls of like chronologi- 
cal age, without reference to their 
relative differences in physiological 

growth, and this tendency probably 

continues to operate throughout the 
child’s school life. On the basis of 
such comparisons, there appears to be 

a possibility that the young boy may 

come to be regarded as being in cer- 

tain respects and in some degree ‘re- 

tarded’ in achievement. As a conse- 

quence of this parents and teachers 
are likely to become concerned, and 

to exert additional pressure upon him. 

The probable reaction of the child 

lies in the direction of developing 
feelings of inadequacy which are re- 

flected in his behavior, his attitudes, 

and doubtless to some degree in his 

speech. 

It appears much too simple, also, 
to attribute stuttering to the fact that 
the language development of boys is 
slower than that of girls. As in the 
case of physical growth, so here, the 
crucial point would seem to lie in the 
tendency of parents and teachers to 
expect equal performances from chil- 
dren who are not developed-mentally 
equal. 

The inequality itself—the difference 
between boys and girls in the rate of 
language development-—is not to be 
readily explained on the basis of 
present knowledge. One possible hypo- 
thesis, not to be lightly dismissed, is 
that the sex difference in the rate of 
language development is due to dif- 
ferences, culturally determined, in the 
parental care and training of male and 
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female infants during the first year 
or so of life, when pre-speech vocal 
play and vocal responses of social sig- 
nificance are being developed large- 
ly in response to parental stimula- 
tion. The sex difference with respect 
to parental policies of punishment and 
reward which have been indicated by 
the present study are such that, if 
operative during the pre-speech 
period, they might be expected to pro- 
duce a sex difference in the rate of 
speech and language development. 

A second possible hypothesis is that 
male infants in general, as a result of 
physiological conditions, may experi- 
ence more physical discomfort that 
female infants, and as a result may 
tend to cry more, and to appear less 
responsive and more resistant to be- 
ing held, fondled, played with and 
talked to than female infants. If such 
a sex difference were found to exist 
it would undoubtedly tend to discour- 
age such behavior on the part of the 
parents, with the result that a sex 
difference in language and social de- 
velopment could be predicted with 
reasonable certainty, because of un- 
equal stimulation. 

Intensive observational studies of 
infant responses, parental policies of 
reward and punishment, and the 
amount and character of speech stim- 
ulation provided by parents for male 
and female children, respectively, are 
needed in order to evaluate these 
hypotheses and to clarify the prob- 
lem further. In the meantime, in view 
of the unequal speech and language 
development of male and female chil- 
dren, it is to be expected that equal 
demands with respect to speech per- 
formance would result in comparative 
judgments unfavorable to the young 
boy. The possible effects on the boy, 
and on the relationship between him 
and his parents, would reasonably be 
expected to augment the already exist- 
ing sex difference in language and 
speech performance. 

An obvious aspect of this general 
problem is to be approached through 
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investigation of the possible tendency 
of some, probably a rather small pro- 
portion, of young children with ar- 
ticulatory defects of speech to become 
stutterers as a result of the frustrat- 
ing experience of not being under- 
stood, of being ridiculed for their 
manner of talking, or simply of hav- 
ing their articulatory disorders too 
persistently and intensively ‘corrected.’ 

Certainly a hypothesis to be tested 
by means of extensive case studies 
and observational investigations is 
that the forms of behavior commonly 
diagnosed as stuttering tend to de- 
velop in situations in which unequal 
verbal competition is involved. That 
is, the child who is thwarted in his 
efforts to hold his own with other 
children, the child who is not listened 
to sympathetically by his playmates, 
his teachers, his parents—in the 
schoolroom, in play, or at the family 
dinner table—may, if he does not 
withdraw from the situation, exhibit 
eagerness, haste, or anxiety expressed 
in speech repetitions and hesitations, 
types of speech behavior which tend 
to be labelled stuttering, at least by 
some parents and teachers. The effects 
would appear to become serious when 
the frustrations and anxieties attend- 
ant upon the process of ‘communica- 
tion become disproportionate in re- 
lation to the satisfactions derived from 
it. 

The sex differences in ‘intelligence’ 
reviewed in Part I (5) of this study 
are based largely on measures which 
involve the use of language. Even so- 
called performance scales frequently 
require the comprehension of verbal 
directions. It would seem possible 
that sex differences revealed by such 
measures may be a function of dif- 
ferences in the level of general ma- 
turity and differences in the level of 
language development, intensified by 
experiences, particularly in the school 
situation, which have rewarded the 
verbal facility of the girls and pen- 
alized the comparative inaptitude of 


boys. A factor that is extremely sig- 
nificant here is the probability that 
boys are on the average less ready 
than girls to make adjustments re- 
quired by the school situation, so that 
the school experience is more difficult 
and less rewarding for them from the 


* beginning. One might expect as a con- 


sequence that school achievement and 
attitudes significant in relation to 
speech behavior would be influenced. 
A study relevant here would be an in- 
vestigation of cases in which stutter- 
ing has its onset at this early school 
period. While in most cases the age 
of onset is known to be much earlier 
than this, the percentages of stutter- 
ers and also the magnitude of the sex 
ratio tend to increase throughout the 
elementary school years. A survey and 
intensive case history study of the 
incidence of stuttering among children 
entering kindergarten, repeated 18 
months later when the same children 
had gone on to first grade and passed 
through the initial stages of learning 
to read, should yield relevant data of 
considerable value. 

It is not suggested that more stut- 
terers than non-stutterers are or be- 
come ‘problem’ or delinquent chil- 
dren, but rather that the same social 
pressures which produce a higher in- 
cidence of various types of maladjust- 
ments among boys than among girls 
operate to produce a higher incidence 
of stuttering also. Chief among these 
may be placed the sex difference in 
the amount of conflict incurred. The 


‘data show that boys encounter more 


conflict with parental authority than 
girls, probably from an early age; 
that, perhaps because of relative im- 
maturity in language and social de- 
velopment, they experience more con- 
flict in their relationships with other 
children, from the beginning of such 
relationships; that more boys than 
girls are reported by teachers for con- 
duct not acceptable in the school 
room; and finally that more boys 
than girls come into contact with the 
law on delinquency charges. 
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The child who cannot reconcile his 
needs with the satisfactions available 
to him in his environment may be- 
come a behavior problem. On the other 
hand, the child whose attempts at 
communication are frustrated, by di- 
rect criticism of his speech, by rejec- 
tion, by inattentive or unfriendly 
listeners, may come to attach anxiety 
to his speech, with resulting increase 
in anxiety and tension as he attempts 
to make his speech more acceptable. 
Of course, this anxiety and tension 
tend to increase his insecurity, and 
to make his speech more _ hesitamt 
still. This circular process appears to 
gather momentum until the extreme 
tensions of well-developed stuttering 
are present, accompanied by evalua- 
tions which are difficult to modify be- 
cause they are deeply rooted in the 
emotional experiences of repeated 
frustrations and failures. 

Further evaluation is indicated con- 
cerning the contradictions inherent in 
attitudes which appear to be prevalent 
in our culture concerning the kind of 
behavior which is socially approved 
for boys. There would seem to be two 
basic assumptions underlying these 
atttiudes. The first is that the boy 
must be prepared to compete in a 
man’s world in which he will not be 
able to survive if he exhibits any soft- 
ness or weakness, and that the soon- 
er be learns this the better. Accord- 
ingly he must compete in sports, go 
out and get a job, be able to defend 
himself, fight his own battles, take 
his punishment, be independent, self- 
reliant, and self-controlled. The sec- 
ond assumption would seem to be 
that discipline and order and submis- 
sion to authority have self-contained 
values and must be preserved at any 
cost. Accordingly the young boy must 
also be polite, respectful, inobtrusive, 
and obedient; he must not disturb the 
order or interfere with the routine of 
home or classroom. He is punished 
at one time for behavior which is en- 
couraged at other times. As a result 
of such inconsistency he is likely to 





come to feel that whatever he does 
will be wrong. Accordingly, he may 
react aggressively, causing further 
conflict, or on the other hand, he may 
come to evaluate himself negatively, 
resulting in a sense of insecurity and 
loss of confidence, fostering other 
kinds of maladjustments. 


It would appear that the process 
of alleviating the conditions of which 
stuttering is a symptom may involve 
re-examination and revision of some 
of the assumptions upon which our 
more prevalent forms of educational 
and social theory are based. The im- 
plication of the data reported here 
concerning the sex difference in va- 
rious types of maladjustments would 
seem to be that assumptions which 
lead to such maladjustments are too 
costly; that culturally determined at- 
titudes derived from them require al- 
teration, at least to the extent that 
adults who deal with children may 
be led to take into account conditions 
which tend to bring about adjustive 
and non-adjustive behavior. In the 
language of general semantics, this 
would seem to involve the checking 
of high-order inferences concerning 
the behavior which is considered de- 
sirable in girls and boys with first- 
order facts—in this case with reliable 
observations of the particular child in 
relation to his particular environment, 
in order to determine what factors 
are operating which need modifica- 
tion in order to secure freedom for 
growth and oportunities for happier 
adjustments, 

The data reported in these studies 
tend, in the writer’s judgment, to sup- 
port the hypothesis (2, 3, 4) that stut- 
tering is a semantogenic and diagnos- 
ogenic disorder, arising when the re- 
petitions, hesitations, and other inade- 
quacies characteristic of the speech of 
young children-—and which, it should 
be added, tend to be increased by in- 
security, unequal competition, and 
verbal frustration—are diagnosed as 
stuttering, and this evaluation is re- 
acted to, or interiorized, by the child. 
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Insofar as rate vf physical develop- 
ment, and perhaps to some extent the 
process of language development, are 
to be regarded as physiological fac- 
tors, it is to be hypothesized that 
stuttering, and the sex difference in 
the incidence of stuttering, can be ac- 
counted for by a combination of physi- 
ologically determined factors and re- 
sponses to culturally-determined stim- 
ulus-complexes which are different for 
girls and boys, for men and women. 
On the basis of present knowledge, 
the most tenable position seems to be 
to regard stuttering as behavior which 
is learned. It is hoped that this ex- 
ploratory study will point the way to 
further investigations of conditions, 
such as those indicated by the present 
investigation and other conditions im- 
plied by the data, under which it tends 
to be learned. 
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EDITORIAL NOTE 


A report concerning the Bogue In- 
stitute for Stammerers of Indianapolis 
has been published by the Indian- 
apolis Better Business Bureau. The 
report was issued as Volume 17, Num- 
ber 8, of the /ndianapolis Better Busi- 
ness Bureau Bulletin and was pub- 
lished August, 1945. Copies may be 
obtained from Mr. T. M. Overly, Edi- 
tor and Member of the Better Busi- 
ness Bureau, Inc., 930 Lemcke Build- 


ing, Indianapolis. The report sum- 
marizes the attempts which the Bu- 
reau has made to evaluate the prac- 
tices and the claims of the Bogue In- 
stitute. The Editor, under instructions 
from the Council of the American 
Speech Correction Association, is here- 
by calling this report to the attention 
of Journal readers with confidence 
that they will be extremely interested 
in it. —Tur Epiror. 
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Intensive Group Therapy 
In Speech Rehabilitation 


| Fabicluah group therapy as an 
instrument for education is not new. 
Its introduction into the field of speech 
rehabilitation has been relatively re- 
cent?, however, and its potentialities 
are still largely unexplored. Four 
years ago the writers began a series 
of investigations of intensive group 
therapy as it might be applied to the 
clinical practice of speech rehabilita- 
tion. A preliminary report was pub- 
lished in the Journal of Speech Dis- 
orders in March, 1944, entitled ‘Ex- 
periments in the Synthesis of Clinical 
Methods into a Program of Rehabili- 
tation.’ Meanwhile, those investiga- 
tions have been continued and ex- 
panded. It is the purpose of the present 
article to report further observations 
and to formulate some general prin- 
ciples which appear to be fundamental 
in the process of speech rehabilitation. 


The meaning of the label ‘intensive 
group therapy’ as herein used will 
become more clearly depicted as the 
discussion progresses. At the outset, 
however, it seems wise to specify at 
least a direction in which its meaning 
lies. When the study began, the first 
intensive program was built around 
three basic assumptions: (1) that 


* Ollie L. Backus (Ph.D., Wisconsin) is 
Assistant Professor of Speech, University 
of Michigan, Ann Arbor. Harriet M. Dunn 
(M.A., Columbia) is Speech and Hearing 
Counsellor for the Vermont Association for 
the Crippled. 

*So far as the authors have been in- 
formed, J. N. Clancy was the first to em- 
ploy intensive group therapy in speech re- 
habilitation when he organized Shady 
Trails, the “National Speech Improvement 
Camp for boys, in the summer of 1932. 
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speech rehabilitation must not only 
teach the individual how to produce 
normal speech patterns but must also - 
teach him to gain facility in the use 
of these speech patterns in real life 
situations ; (2) that persons with vary- 
ing types of speech defects can be 
taught in groups; (3) that the nature 
of speech as a social process requires 
that a group situation be utilized as 
a means of providing real speaking 
situations. Thus the term intensive 
group therapy originally meant (a) 
group instruction in the mechanics of 
speech, (b) group participation in 
real social situations, (c) group evalu- 
tion of social behavior, and (d) in- 
dividual instruction as preparation for 
and outgrowth of group work. 

As the study progressed it became 
clear that merely providing social 
situations in the clinical program was 
not enough. The patients did not know 
how to participate, nor did they know 
how to evaluate their behavior. Thus 
if the patients were to become more 
socialized and if they were to achieve 
carry-over of new speech habits in- 
to these situations, the program of 
intensive group therapy had to include 
also (e) group instruction in the ap- 
plication of speech to social situations 
and (f) group instruction in control 
of attitudes and behavior. 

The daily schedule of classes in 
the early programs was described in 
detail in the preliminary report pub- 
lished in 1944. In subsequent programs 
the daily schedules have been revised 
for purposes of experimentation and 
to meet particular needs. Sample daily 
schedules for a children’s group and 
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a young adult group are presented 
here to illustrate a framework for in- 
tensive group therapy, not to designate 
what it must be in every particular. 


Children’s Group 
9:00 to 9:30—Group Speech Class 
9:30 to 10:00—Individual Instruction 
10:00 to 10:30—Relaxation 
10:30 to 11:00—Class in Listening 
11:00 to 11:30—Singing 
11:30 to 12:00—Lunch in Clinic 
12:00 to 12:30—Rest 
12:30 to 1:15—Applied Speech Activities 


Young Adult Group 
9:00 to 9:45—Group Speech Class 
9:45 to 10:30—Individual Instruction 
10:30 to 11:15—Group Class in Relaxation 
11:15 to 12:00—Conversation-Drill Class 
1:30 to 2:30—Speech Hygiene 
2:30 to 3:15—Dramatic Activity 
3:15 to 4:00—Speech Activities (‘coke’ 
parties, club meetings, picnics, 
projects, etc.) 


Some mention should be made per- 
haps of what the term ‘intensive 
group therapy’ does not mean. It does 
not mean merely a number of per- 
sons assembled together for a certain 
period of time engaged in busy work 
or merely waiting for ‘a turn.’ ‘In- 
tensive’ relates to a certain period of 
time necessary to accomplish various 
.purposes ; ‘group’ relates to a number 
of persons welded together as a whole 
and engaged in a purposeful activity ; 
‘therapy’ relates to a process in which 
real changes are occurring from de- 
fectiveness toward normality. 

It should be noted also that the 
term does not involve the issue of 
group versus individual instruction. 
The question is not one of ‘either— 
or’ but rather one of ‘both together,’ 
each serving its own unique function 
and enhancing the value of the other 
to make the learning process more 
productive. ; 

In the beginning the experiments 
with intensive group therapy were 
conducted only in the summer. Soon 
it became evident that more was be- 
ing accomplished with patients in one 
such six-week session than was pos- 
sible during a whole school year in 


the traditional clinical program which 
comprised only individual instruction. 
Consequently the intensive type of 
program was adopted on a year- 
around basis, with four six-week 
periods during the school year and 
one during the summer. Sometimes 
two programs were run concurrently, 
one for children and one for adults, 


To date, sixteen intensive programs 
have been held. These form the ex: 
perimental work on which the find- 
ings here presented have been based. 
Four of these sessions have been for 
children, two for adolescents, ten for 
adults. (The greater number of ses- 
sions for adults is accounted for by 
the pressure of work with veterans.) 

Data have been secured on 198 
clinic patients who have been enrolled 
in these clinical programs. Many of 
them attended but one six-week ses- 
sion, many attended two or three such 
sessions; some, with severe disorders 
such as aphasia and cerebral palsy, at- 
tended as many as four or five. These 
clinic patients have ranged in age from 
five to sixty-five years. The age 
range in any one group was restricted 
necessarily to two or three years for 
the children’s and adolescent’s group, 
but could be relatively broad in the 
adult groups. Many different types of 
speech disorder are represented. The 
following broad classification is in- 
dicative : 























Type of Case N 
SURREREE IMD occcscdsscanvachieprivticcceseecpeuieneontice 76 
Cleft palate ; 34 
Articulation 28 
Hearing loss 19 
Aphasia 17 
Voice 14 
Cerebral palsy 7 
RIRROOG, QUNARGID a cnscscccesscccecsstsess 3 

Total 198 





Detailed case records are available 
on all these patients. The records in- 
clude data on the usual descriptive and 
diagnostic tests, medical examination, 
referral to medical, dental, or psycho- 
logical specialists where indicated, 
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diary accounts of behavior in the clini- 
cal program, phonographic recordings 
in individual and group situations, 
periodic recheck on many after leaving 
the clinic. 
DiscussIon 

Intensive group therapy is radical- 
ly different in scope and plan from 
traditional clinical practice. It neces- 
sitates a different administrative set- 
up, employs different teaching mate- 
rials and additional methods, requires 
special training cn the part of clini- 
cians. The first question to answer, 
therefore, has been: Is it superior to 
non-intensive individual instruction as 
an instrument of speech rehabilitation ? 
The evidence collected has given un- 
deniably an affirmative answer. A 
brief description of this evidence will 
comprise the first part of this discus- 
sion. Then the second question to an- 
swer is: With intensive group therapy 
as a framework, what developments 
and refinements can be made in clini- 
cal procedures toward more effective 
speech rehabilitation? Such a ques- 
tion, of course, must be broken up in- 
to many questions, and the answers 
must come from extensive and pro- 
longed experimentation by many 
workers in the field. Nevertheless, a 
in that direction has been made 
in the present study. Certain specific 
questions .have been asked, evidence 
has been accumulated, the attempt has 
been made to formulate certain gen- 
eralizations to fit the facts, and these 
generalizations are in process of be- 
ing tested further. A brief presenta- 
tion of these principles will comprise 
the second part of this discussion. 


star 


Part T: ADVANTAGES OF INTENSIVE 
Group THERAPY 

It has been generally recognized in 
the field of speech pathology that 
speech is a function of the organism- 
as-a-whole and that speech disorders 
must be so considered and so treated. 
This concept has not been widely ap- 
plied, however, in the clinical prac- 
tice of speech correction. Indeed it 





‘is very difficult to treat the whole per- 


son, rather than merely the defect, in 
a clinical situation which comprises 
individual instruction only or group in- 
sttuction on the mechanics of speech 
only. The advantages of intensive 
group therapy lie in the fact that it 
provides an instrument or framework 
wherein those applications of theory 
to practice can be made most effec- 
tively. 

1. Intensive group therapy provides 
a good opportunity to study the pa- 
tient and his particular needs. The idea 
has commonly been advanced that in- 
dividual instruction in speech correc- 
tion is superior to group instruction 
because it permits the teacher to pay 
more attention to individual differ- 
ences and needs. Such an argument 
may seem to be valid in theory but 
when tested in actual practice it does 
not fit life-facts. In individual les- 
sons, the clinician is able to observe 
the patient’s behavior only in that 
one type of situation, that is, the in- , 
dividual lesson period consisting of 
pupil and teacher. Such a situation is 
not typical of the multitude of situa- 
tions to which he responds in real 
living. The clinician may have reports 
on his behavior at home and at school, 
and may seek to discover what his 
problems are through talking with 
him but this evidence is not a substi- 
tute for first hand observation of his 
behavior. 

Intensive group therapy, on the 
other hand, offers a multitude of so- 
cial situations in which to observe the 
patient : how he responds to the group 
and how it responds to him, mutual 
responses between him and individuals 
in the group, the degrees of social 
pressure which various situations cre- 
ate within him, how his fears and 
frustrations manifest themselves, the 
degrees to which his verbal descrip- 
tions of his reacticns and behavior cue 
with the facts of his reactions and be- 
havior, the range of his adjustment, 
from the areas in which it is adequate 
to the areas in which it is inadequate. 
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Some examples will make the point 
more clear. M. S., a ten year old cleft 
palate case with hearing loss, was gen- 
erally at ease and spoke fluently with 
adults. In such individual contacts she 
appeared socially well adjusted, in- 
telligent, highly motivated to learn 
and to use normal speech. In group 
situations with children of her own 
age, however, she stayed near the 
fringes of the group, had very little to 
say, hung her head and usually refused 
to respond, and on those occasions 
when she did talk, her speech was 
characterized by noticeably greater 
distortion. 

FE. D., a young matron with func- 
tional dysphonia, wife of a college in- 
structor, first attended the clinic on a 
non-intensive basis, receiving indi- 
vidual instruction only. During a two- 
month period she made some progress 
in improving vocal quality during the 
lesson period. During several con- 
ferences problems of adjustment were 
explored but no significant facts were 
brought to light. She then was en- 
rolled in an intensive program. Before 
the end of the first week some of her 
social inadequacies and tensions be- 
came obvious in conversation-drill 
class, speech hygiene, and coke par- 
ties. Both clinician and patient had ob- 
served them first-hand and now had 
real facts with which to work. 

R. R., a young adult female stut- 
terer, was quiet and controlled in her 
behavior during her out-patient ex- 
amination and during the first few 
days of the clinic session. Soon, how- 
ever, she got in arguments and fights 
with other clinic patients, frequently 
became hysterical, and for a time had 
to be removed from some of the 
classes. In her individual contacts with 
staff members at the time of examina- 
tion, no hint of such extreme behavior 
had been obvious nor were the de- 
tails of the cues which set off that 
behavior brought to light in the ex- 
amination. Not even the report from 
the psychiatrist, helpful as it was in 
explaining fundamental causes of the 


conflict, could give the detailed in- 
formation relating to speech and 
speaking situations which a speech 
clinic needs to have. As detailed in- 
formation was gathered from observ- 
ing her behavior in the group situa- 
tion, plans could be made to adapt 
the program to her particular needs. 

B. W., an eighteen year old girl 
with a cleft palate, had lived in a 


_ tural community and stopped school 


after finishing the eighth grade. Ac- 
cording to psychological tests made 
at the time of her entrance into the 
clinic, she had only mediocre mental 
ability and it was questioned whether 
she should even be encouraged to go 
on to secretarial school. The experi- 
ence of living closely with her and 
observing her behavior in detail dur- 
ing her first intensive session, how- 
ever, made the clinic staff feel that 
she really was an able person and 
worth all possible encouragement and 
help. Two years later, when her speech 
was within normal range, her secre- 
tarial course completed, and her con- 
fidence in herself much enhanced, she 
was retested. This time she rated 
above the average for university 
women students. 

J. S., a young matron, college grad- 
uate, had relatively mild stuttering 
symptoms. During a number of con- 
ferences, she reported that she had 
many withdrawing tendencies in so- 
cial situations and a great degree of 
social inadequacy. She talked about 
her problems with a great deal of in- 
sight. She was referred to a psychia- 
trist but he felt that she did not need 
psychotherapy. During the first part 
of the intensive program the clinicians 
discovered in her abilities that neither 
she nor they had been aware of—the 
very favorable reaction to her by other 
members of the group, her ability to 
draw out others, her wit, her ability 


to use language vividly. The clinic 


program not only brought these po- 
tentialities to light but allowed her to 
develop them and gain confidence in 
so doing, results that the conference 
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method unaided had been unable to 
produce. 

Vrhus a program of intensive group 
therapy by its very nature provides 
rich opportunities for the detailed ob- 
servation of behavior to discover in- 
dividual differences, abilities as well 
as liabilities. And its flexibility permits 
plans to meet individual needs within 
the group situation, as well as more 
highly motivated work in the indi- 
vidual lesson periods. Diagnostic tests 
are extremely useful in understand- 
ing a clinic patient and in predicting 
his behavior. Nevertheless, every hu- 
man being is more than the scores he 
makes on a battery of tests, and there 
is no substitute for first-hand obser- 
vation of his behavior. The teacher 
needs to ‘know’ his pupil. He will know 
him better by seeing him in action 
than by merely reading case reports 
about him. 

x2. Intensive group therapy provides 

a good opportunity to convince the 
patient of his problems and needs. 
Most patients, when they,enroll for 
clinical training, expect some sort of 
magic ‘cure,’ some exercises which 
they can practice with relative ease 
and which will suddenly transform 
their speech from ‘defective’ to ‘nor- 
mal.’ Of course, what they have to 
get, both by direct and indirect means, 
is some insight into’ the nature of 
speech as a social process, into the na- 
ture of speech disorders and the way 
in which they must be treated. Yet 
most of them have very little insight 
into their problems when they come; 
they are afraid to admit the problems 
even to themselves or else are quite 
unaware that they have them. The 
method of consultation, used alone, is 
time-consuming and of doubtful ef- 
fectiveness when contrasted with con- 
sultation as a part of a larger pro- 
gram in which clinician and patient 
talk about specific instances which 
both have witnessed. 

For example, J. R., an adolescent 
stutterer, ‘knew all: the answers’ and 
had no problems, if one took at face 





value what he said. It was only after 
being confronted repeatedly and 
promptly with examples of alibiing in 
his behavior that he saw and admitted 
this problem for what it was, and that 
he assumed any active responsibility 
for his rehabilitation. 

W. H., a young adult stutterer, 
learned to have voluntary control of 
speech patterns in group and indi- 


‘vidual .practice periods but he lagged 


behind the other members of the group 
in learning to carry over that control 
into simple and controlled social situa- 
tions. When his repeated failures to 
assume responsibility in the clinic pro- 
gram was pointed out to him—failure 
to carry out assignments, to do his 
part in committee work, to learn his 
lines in a skit, to recite in class—he 
then admitted that he had never as- 
sumed responsibility and related 
example after example of such be- 
havior in his past life. In the very 
next class period he began to assume 
some responsibility for his own im- 
provement and made marked and 
steady progress. He still had to fight 
the old habits, but becoming con- 
vinced of his problem and seeing that 
it was bound up with his rehabilita- 
tion was an important step. . 
W. J., an adult with partial dys- 
phonia, adopted a bored and superior 
air the first few days of his training 
period. He was used to participating 
in social situations, he said. What he 
wanted was practice on some vocal 
exercises ; he’d be all right if he could 
just learn to produce a clear tone. 
Then the functions of the social ac- 
tivities as part of the clinical program 
were explained again to him. He was 
hearing in speech hygiene class that 
speech is a function of the whole body, 
that speech defects cannot be removed 
by mere exercises, ‘tricks,’ or ‘gad- 
gets,’ that muscular tension is a gen- 
eral bodily condition and not con- 
fined just to muscles of the throat. He 
could not, however, /earn these things 
could not ‘know’ them unless he ex- 
perimented and found out for him- 
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self—unless he used the social situa- 
tions in the clinical program as a 
laboratory to test out these principles 
for himself. He agreed to do this and 
entered whole-heartedly into the train- 
ing program, this time with an inquir- 
ing attitude. It was the first time he 
had ever taken time to observe his 
own reactions closely. He was soon 
convinced that his tensions were gen- 
eralized and marked over his whole 
body, and not localized in the throat 
as he had thought. He saw his prob- 
lems for what they were and went to 
work on them. 

E. P., a veteran aphasic, was be- 
ginning his second training period and 
complained because he had been 
scheduled to attend the conversation- 
drill class a second time. His patterns 
of casual conversation were relative- 
ly normal and he had been mingling 
successfully with people in social 
situations outside the clinic. Unfor- 
tunately for him, such people had giv- 
en him a great deal of praise and even 
questioned his need for continuing 
speech training. His speech was all 
right now, he said, and all he needed 
was spelling and writing. He was per- 
suaded to re-enter the class for a 
week, with the promise that he could 
drop it if he felt then that he did not 
need it. When he had been in the class 
before, the stage had been set so that 
he would be successful in his partici- 
pations, becattse at that time he had 
needed to expenence successes for 
purposes of building morale. This 
time, however, the stage was set for 
him in that class so that he would ex- 
perience some failures in simple con- 
versational situations, like making in- 
troductions, giving directions, etc. He 
became quickly convinced that he still 
had speech problems. He then ad- 
mitted what he had not been will- 
ing to admit in previous conferences: 
that in conversations outside the clinic 
he had learned to listen, and when the 
conversation was tossed to him, to 
toss it back again to others without 
saying much himself. In this way he 


had appeared to have greater facility 
in speech than he actually possessed. 
Needless to say, he continued with the 
conversation-drill class. 

One group of adolescents was in- 
vited to a tea by a club who wanted 
to contribute to the clinic program. 
The youngsters made preparation for 
it in group speech class, conversa- 
tion-drill class, and in speech hygiene. 
They were rather scared because it 
was a new social experience for most 
of them, but they were rather cocky, 
too, because their new speech patterns 
had been holding up well in other so- 
cial situations. After the tea was over 
and they were evaluating their ex- 
periences at it, they became convinced 
of a number of things: that their 
voluntary control was yet only ‘skin 
deep,’ that even now their speech 
broke down when the social pressure 
was too great, that the degree and 
kind of social pressure varied great- 
ly from person to person. They also 
learned some things that would event- 
ually decrease some of the social pres- 
sure which they felt—for example, 
that types of persons they had feared 
were very pleasant and comfortable 
to be with when one got acquainted 
with them. 

A. R., a veteran who stutters, had 
to be convinced that his day-to-day 
behavior was constantly creating an 
unfavorable environment for control 
of speech. He had heard the point 
discussed in speech hygiene class 
apropos of other people, but he had 
not realized that it applied to him too. 
When his constant habit of making 
unkind, taunting, belittling remarks to 
other clinical patients was pointed out 
specifically, he began to understand 
that he was in large measure responsi- 
ble for the behavior of others toward 
him and that such behavior in turn 
created social pressures for him that 
made voluntary control of his speech 
more difficult. 

These people have to learn—by do- 
ing and by observing and then by 
evaluating—that it is impossible to 
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separate speech from the situation 
which gives rise to the impulse for 
speech, and that the whole process 
has to be considered and treated in 
order to bring about rehabilitation. 
Some of this they learn indirectly, 
simply from participating in the type 
of program which intensive group 
therapy provides. Nevertheless, it 
should not be assumed that the mere 
framework of intensive group therapy 
will suffice to bring about the desired 
results. What intensive group therapy 
offers is the possibility for effective 
teaching, both by indirect and direct 
means—and that involves not only 
getting results but also and more espe- 
cially developing in the patients in- 
sight into what their problems are, 
how they must go about solving them 
and why various causes produce va- 
rious effects. 

3. Intensive group therapy provides 
a good opportunity to teach the patient 
how to carry over new speech patterns 
into real life situations. What parents 
want for their children, what patients 
who are old enough to know want for 
themselves, is the use of normal speech 
in real life situations. They do not 
want normal speech merely as a par- 
lor trick, they want it to stand up un- 
der the everyday stresses and strains 
of living. Of course, speech clinicians 
want this for them too. Yet they know 
that this is one of the toughest prob- 
lems to solve in the whole field of 
speech rehabilitations. If you get a 
child before bad habits are fixed, it 
is easier to get carry-over into real 
situations; but this does not solve the 
problems of older persons, and it does 
not even touch the problems of those 
whose defects lie less in the mechanics 
of sound production and more in the 
use of speech as a social instrument. 
Clinical practice which concerns it- 
self only with drill on the mechanics 
of sound production (whether in in- 
dividual or group therapy) and leaves 
the problems of application to social 
situations to chance or to the efforts 
of parents and teachers, who are un- 


trained in clinical teachirlg — such 
clinical practice is ignoring a large 
part of the responsibility of its pro- 
fessional purpose: to undertake the 
correction or removal of defective 
speech. It is somewhat like buying 
a car but never driving it, planting 
a garden but never harvesting the 
crop, tinkering with a human life but 
not helping it through to fruition in 
the use of its powers. And, most un- 
fortunate of all, then to say that be- 
cause use of normal speech was not 
attained under such a clinical set-up, 
it would therefore be impossible for 
that person to attain and that the best 
that could be hoped for would be his 
adjustment to the defective pattern. 

Intensive group therapy has not 
brought about the millenium, of 
course, in the solution of these prob- 
lems of carry-over into real life situa- 
tions, but it has produced better, fast- 
er, and more lasting carry-over in 
more cases. What is perhaps even 
more important, it has demonstrated 
frankly that these problems are an in- 
tegral part of the responsibility of a 
speech clinic when it undertakes to 
treat a patient. Moreover, it provides 
a way of studying these problems fur- 
ther in order to find even more ef- 
ficient ways of solving them. 

For a patient to effect a carry-over 
of new habits of speech production 
into real life situations, is not so sim- 
ple a thing as merely ‘wanting to’ or 
‘remembering to.’ These conditions are 
bound up complexly with the whole 
organism. Some patients find it easier 
than others to incorporate new habits 
into total behavior, but for them all 
here is a learning situation which calls 
for teaching of the highest order. And 
one does not teach merely by talking, 
but by leading the students into real 
activity, step by step through a care- 
fully graded series of experiences and 
by helping each according to his own 
needs. This sort of teaching is possible 
in a program of intensive group ther- 
apy. 
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Within’ such a program it is far 
easier to recondition responses of the 
organism. This is not to say that all 
clinic patients are ‘maladjusted’ as that 
term is commonly applied. ‘Adjust- 
ment’ means many things and prob- 
lems of adjustment are common to 
all living organisms. Certainly the very 
nature of speech, the experience of 
having lived with defective speech, 
and the task of substituting new 
speech patterns ard responses for the 
old ones create problems of adjust- 
ment which are uniquely within the 
realm of speech rehabilitation. Add to 
these the adjustment problems which 
bear no direct cause or effect relation- 
ship to the speech disorder but which 
are influencing the organism and’ so 
must be considered. Add also, if you 
will, those problems of adjustment 
which are frankly of psychiatric pro- 
portions and should have the benefit 
of psychiatric aid. As one psychiatrist 
who had become familiar with the pro- 
grams of intensive group therapy at 
the speech clinic said in substance, 
‘I explore the causes of problems in 
the patients you refer to me and IT 
point out to them the factors involved, 
but such a program of speech train- 
ing with emphasis upon “doing” 
teaches them how to put into practice 
the suggestions I make for recondi- 
tioning their attitudes and behavior.’ 
And that is the way speech clinic and 
psychiatrist should work together. 

4. Intensive group therapy has ad- 
vantages as an instrument of teacher 
training. The above discussion sug- 
gests the sort and degree of advant- 
ages which intensive group therapy 
has as an instrument of speech re- 
habilitation. Because it has these ad- 
vantages for rehabilitation, it also has 
advantages as an instrument of teach- 
er training. And since no: program of 
rehabilitation can be better than the 
calibre of its teachers, these advant- 
ages deserve brief mention here. 

Speech pathology is a scientific field 
and students in it must have sound 


scientific training. Those students who 
are preparing to become clinicians 
in that part of the field concerned 
with treating speech defects—speech 
rehabilitation—must have in addition 
sound training in the art of teaching. 
It should be remembered always, and 
applied more extensively in the realm 
of teacher training, that speech re- 
habilitation is a teaching field—that 
specific methods, tests, apparatus, gad- 
gets, are no substitute for skill on the 
part.of the teacher in teaching people. 
Thus the student’s preparation for 
teaching speech rehabilitation is of 
prime importance. College students, 
like clinic patients, learn by experi- 
encing for themselves, not just by 
reading or listening to lectures. Ex- 
posed to a program of intensive group 
therapy, beginning with the first 
course in speech correction, they get 
laboratory credit for making regular 
observations of classes and participat- 
ing in small ways in the various group 
activities. In the methods course they 
must master basic techniques them- 
selves and then assist under close sup- 
ervision in the _ individual lesson 
periods, at the same time carrying on 
observation of group classes so that 
they get a coordinated view of the 
program and the behavior of the 
people participating in it. In the prac- 
tice teaching course, they learn how 
to teach group classes at various age 
levels and assume more responsibility 
for carrying on individual instruction. 
Thus equipped to go out to teach, they 
have developed considerable insight 
into human behavior, they have veri- 
fied through their own experience the 
problems of people with speech dis- 
orders, they have acquired skill in the 
use of clinic techniques, and they 
have had experience in handling pa- 
tients, individually and in groups. 
Most of them go out to jobs where 
the traditional form of speech cor- 
rection is still used, but they are able 
to apply to that form the spirit and 
concepts of intensive group therapy 
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. 
fications. The surface has hardly been 
and gradually to make needed modi- 
scratched in developing what might 
be regarded as an ideal program of 
teacher training for clinical work, but 
the experience gained thus far is con- 
vincing that intensive group therapy 
is an effective instrument of teacher 
training in speech rehabilitation. 

5. Intensive group therapy is a use- 
ful instrument for research in the 
clinical practice of speech rehabilita- 
tion. Living for so many hours a day 
in such varied situations with clinic 
patients gives rich opportunity for de- 
tailed observation of behavior. Work- 
ing with groups composed of persons 
with all types of speech disorders 
makes possible a study of the dif- 
ferences and similarities in the prob- 
lems of persons with various types. 
Likewise, working with groups repre- 
senting different age levels permits a 
study of the similarities and differ- 
ences among the problems and needs 
of those age groups. Extensive ex- 
perimentation has been done to deter- 
mine what the structure of intensive 
group therapy should be in regard to 
classes, hours, activities ; how it should 
be varied to meet needs of various 
age levels and special types of dis- 
order such as aphasia, etc.; how the 
program can best be coordinated, 
what refinements can be made in pro- 
cedure, materials, teaching methods; 
what modifications in structure can be 
made to meet the needs of other 
clinics, as for example in_ public 
schools, where a day-long program 
would not be feasible—modifications 
which would still tend to preserve its 
concept and values. 

From the evidence accumulated thus 
far, certain generalizations have been 
formulated and subjected to further 
testing. The attempt has then been 
made to apply these principles more 
vigorously to the process of speech 
rehabilitation, and the ensuing dis- 
cussion will be devoted to certain re- 
finements in intensive group therapy 


which have come about in conse- 


quence. 


Part I]: REFINEMENT IN INTENSIVE 
Group THERAPY 

1. Persons with various kinds of 
defective speech have in common prob- 
lems relating to speech breakdown and 
relapse. 

a. The speech process appears to 
be more or less unstable in all per- 
sons and tends to break down under 
social pressure. This characteristic is 
especially noticeable in persons with 
defective speech. Observations of this 
phenomenon in stutterers have been 
reported repeatedly in the literature 
and the emphasis placed upon it in 
regard to stuttering has tended to im- 
ply that it is unique to the stuttering 
type of speech defect. Careful and ex- 
tensive observation of persons with 
various kinds of speech defects, how- 
ever, leads one to conclude that this 
phenomenon appears in all persons 
with defective speech and therefore 
constitutes a general problem in all 
of speech rehabilitation. A number of 
examples will be illustrative of the 
evidence which anyone can duplicate 
if he will observe carefully persons 
with various types of defective speech 
in various social situations involving 
for them a broad range of social pres- 
sures. 

B. W., a young adult with post- 
operative cleft palate, had acquired 
speech within normal range not only 
within the clinic but in most situa- 
tions outside. One night at a clinic 
picnic she exhibited the symptoms of 
relapse as clearly as any stutterer had 
ever shown them—in her case, ex- 
cessive nasality and marked distortion 
of consonant sounds. A conference 
with her the next day revealed that 
she had been having trouble with her 
boy friend and was excessively 
fatigued the night before. Her speech 
during the conference was somewhat 
defective but less so than during the 
picnic. When this was pointed out to 
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her, she at once brought it back to 
within normal range. 

E. P., an adolescent girl with post- 
operative cleft palate, suffered from 
excessive feelings of social inade- 
quacy. Her speech had been literally 
unintelligible in all situations during 
the first few days of the training . 
period. Then one day She and her 
clinician saw a cardinal outside the 
window. She made a remark which 
the clinician was able to interpret as 
meaning that she had seen another 
one. When asked where she saw it, 
she replied quickly, ‘Over by the hos- 
pital.’ This speech response was rea- 
sonably intelligible and even contained 
some semblance of an s sound. It had 
come quite automatically in an instant 
when the girl was unconscious of her- 
self as part of a social situation. Then 
the moment was gone. She again be- 
came shy and her speech again lapsed 
into the usual pattern. 

R. L., a young adult with severe 
symptoms of cerebral palsy, had made 
significant progress in the direction of 
producing normal speech patterns. She 
could do this not only in group speech 
class but also in social situations in 
the clinic. The writers frequently saw 
her at noon at the cafeteria and her 
speech, while not as controlled as at 
the clinic, was nevertheless holding 
up well. One night, however, an un- 
expected meeting occurred in a tea 
room, and she wanted to introduce 
her two guests. Her speech was com- 
pletely unintelligible and contortions 
more severe than had been observed 
before. Later, analyzing her behavior 
in that particular situation, she at- 
tributed the breakdown to the sudden- 
ness of the meeting, the feeling in 
her of the necessity for haste, and 
the greater than usual desire to do 
well in that particular situation with, 
those two individuals. 

M. F., a young matron with partial 
dysphonia (singer’s nodes), was a per- 
son who impressed one, both on first 
meeting and better acquaintance, as 


an extremely well adjusted person. 
On some occasions, however, for no 
readily discernible reason, her voice 
would become extremely husky. In- 
vestigation into the reasons for these 
speech breakdowns revealed that she 
had had to stop school at the sixth 
grade, was afraid that if people knew 
it they would attribute it to lack of 
mental ability, and feared that in her 
speaking she might betray her lack 
of education throvgh grammatical er- 
rors, Hence when she talked with 
people who, she felt, had a great deal 
more education than she, she experi- 
enced a great deal of social pressure 
with consequent breakdown in vocal 
quality. 

E. R., a young adult with severe 
articulatory disorder, showed marked 
deterioration in speech under social 
pressure. More sounds and syllables 
were omitted, more reversals and dis- 
tortions in consonant blends were pres- 
ent. She reported that she was aware 
of this and also of the excessive de- 
gree of tension all over her body un- 
der such conditions. 

A. M. is a young adult who has 
had a marked hearing loss since early 
childhood. She had acquired lip read- 
ing ability for casual conversation 
when practiced in a classroom situa- 
tion, and her speech responses were 
relatively clear. When asked the very 
same questions, however, out in the 
corridor, she at once became fearful, 
let her eyes fall so that she could 
not observe visual cues, and reverted 
to grossly abnormal speech patterns. 

Aphasic patients experience fre- 
quent and severe breakdowns in 
speech, often at first from such seem- 
ingly slight things as a shift in class- 
room or schedule, or too hasty re- 
sponse or action on the part of the 
clinician. D. C.,« veteran, had quite 
fluent casual conversation but when- 
ever he hesitated and one of the other 
patients supplied a word for him, he 
suffered severe emotional response 
with almost complete speech break- 
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down. R. M. had frequent periods of 
discouragement and during these he 
was unable to speak in sentences. Re- 
assured and made to feel more secure 
and hopeful, he could go to the next 
class and equal his past level of per- 
formance again. E. Mc. had fairly ade- 
quate speech in ordinary conversa- 
tional situations but experienced 
marked fear, with speech breakdown, 
whenever she had to use the telephone. 

b. It is readily observable, too, that 
in no case are we dealing merely with 
the defect or with a simple cause and 
effect relationship. We are dealing 
rather with individuals who from 
some original cause or causes devel- 
oped defective speech, but who also 
have experienced reactions both to 
that speech and to the responses of 
others to it. Hence the present symp- 
toms stem from a sort of snowball ef- 
fect, or.a multiple cause-effect rela- 
tionship. In the terminology applied to 
stuttering, some of these ‘end product’ 
symptoms are frequently labelled sec- 
ondary symptoms. No matter what 
they are called, they are present al- 
so in persons with other types of 
speech defects. In persons with cleft 
palate, for instance, one frequently ob- 
serves that excessive forcing, or 
labored type of speech, that stems not 
so much from the original anatomical 
defect as from later attempts at com- 
pensation, or in many cases the exces- 
sive nasality- which accompanies feel- 
ings of social inadequacy, or in others 
the inadequate loudness and slurred 
articulation which they somehow hope 
will make the defect less noticeable. 
Again, one observes the vicious circle 
in some functional voice cases : muscu- 
lar hyper-tension has produced ab- 
normalities of vocal quality; this, 
coupled also perhaps with allergy or 
infection, has produced structural 
changes in the larynx which have fur- 
ther affected vocal quality ; such a con- 
dition has then been aggravated by a 
developing anxiety over the situation, 
with consequent increase in tension 
and forcing (as in E. S. and W. T.). 


One observes further the random 
and excessive verbalization in many 
aphasics, produced not so much by 
the condition labelled aphasia as by 
the individual’s terriffic response to 
becoming aphasic. Similarly, careful 
observation of persons with cerebral 
palsy shows that while some of the 
high pitch and poor vocal quality can 
be attributed to the condition itself, 
some must be attributed also to the 
patient’s reactions to his situation, his 
habitual and severe feelings of social 
inadequacy ; and sometimes the speech 
is more labored than it needs to be 
because of an unfortunate preoccupa- 
tion with getting single sounds clear 
at the expense of total speech pattern. 

These secondary, or ‘reaction’ symp- 
toms appear most widely and marked- 
ly in older children and adults, al- 
though they are present also in many 
eight and nine year old children. Their 
appearance cannot be gauged by age 
level, however, but rather by the cir- 
cumstances and reactions of the in- 
dividual to his particular situation. 

Such observations make us know in 
a very real sense that we are dealing 
in all cases not just with the speech 
defect but with the person himself, 
and make us realize in a very real 
sense also that if rehabilitation is to 
be successful, this knowledge must 
be applied concretely in clinical prac- 
tice. 

c. It is readily observable, further, 
that ordinary social situations have be- 
come charged with emotional re- 
sponse for most persons with speech 
defects—and this includes persons 
with all kinds of defects. Among per- 


sons with cleft palate, articulatory de- 


fects, hearing loss, voice disorders, 
cerebral palsy, stuttering, aphasia, 
large numbers have developed fear of 
and avoidance reactions to social 
situations: introductions especially, as 
well as greetings, asking and answer- 
ing questions, asking and giving di- 
rections, messages, favors, apologies, 
compliments, telephoning, etc. This is 
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not to say that all persons with speech 
defects react in the same way or in 
the‘same degree or for the same rea- 
sons, but they do have the common 
problem of experiencing social pres- 
sures in more situations and in great- 
er degree than do most persons whose 
speech has been within normal range. 


It is not surprising then that the 
mere exposure to social situations in 
a program of intensive group therapy 
was not enough to meet these common 
problems involving the use of normal 
speech in social situations. Instruc- 
tion in this phase of rehabilitation 
needs to be as carefully planned and 
as skillfully executed as instruction in 
the initial production of normal speech 
patterns. Thus, materials for the group 
speech class were revised, the con- 
versation-drill class came into exist- 
ence, aims and materials for the 
classes in dramatic activity were re- 
evaluated, the whole program was co- 
ordinated more closely, and teaching 
methods and skills were scrutinized 
more critically. 


2. Speech rehabilitation for all pa- 
tients is a process of gaining voluntary 
control. Defective speech is the end 
product of something. Sometimes the 
causes are known, sometimes they are 
now known, but in most cases the 
damage, whatever it was, has already 
been done, medical science has done 
all it can do, and when a patient comes 
to a speech clinic for speech rehabili- 
tation, the problem is an educational 
one. It is the function of speech re+ 
habilitation, then, to take the person 
as it finds him and attempt to produce 
a normally speaking person. This is 
not to say that all possible should not 
be done to try to eliminate many or all. 
of the factors producing the defective 
speech—such as providing further 


surgery or a prosthetic device for a 
person with cleft palate, hearing aid 
or medical treatment for a person with 
hearing loss, prostigmine perhaps for 
a person with cerebral palsy, etc., if 
such measures are indicated. And cer- 
tainly research in speech pathology 


should continue to explore possibilities 
for the further removal of causes. But 
over and above these things, the ac- 
tual clinical teaching that is still neces- 
sary in order to effect the substitu- 
tion of new neuromuscular habits for 
old ones is the process of teaching 
the patient to have voluntary control 
in producing normal speech patterns 
and voluntary control in using those 
patterns. 


Eventually the new habits of speak- 
ing need to become largely automatic, 
and speech rehabilitation is not com- 
plete until they do. Clinical training 
should proceed until some degree of 
automaticity has been established and 
clinical research should strive to de- 
velop methods of teaching which will 
hasten its arrival. Nevertheless, the 
clinical training cannot willy-nilly solve 
the patient’s problem of rehabilita- 
tion for him. What it does or should 
do is to teach him a way of solving 
it, which he must continue by himself 
after he leaves the clinic. The proof 
of the rehabilitation pudding lies in 
what the patient is able to accomplish 
over a period of time on his own and 
by his own efforts. Thus in the clini- 
cal training program he must learn 
how to exercise strict voluntary con- 
trol. He must learn that although suc- 
cess will come rather automatically 
on some occasions, and will come with 
the application of only moderate de- 
grees of control on many occasions, 


that nevertheless there will still be oc- . 


casions a good many times both now 
and later when he must be adaptable 
enough to exercise strict voluntary 
control in order to succeed. 

This means, then, that clinical prac- 
tice should employ those methods 
which the patient can use voluntarily 
in producing and maintaining normal 
speech. They must be something he 
can ‘get his teeth into,’ something he 
can apply under various real situa- 
tions when the going gets rough. 

This point of view seems almost 
too obvious to mention, and yet it 
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has not been widely enough applied 
in clinical teaching. Too many clinical 
methods will not stand the test of such 
a criterion. Too many clinical work- 
ers are using ‘tricks’ and ‘gadgets’ 
which may look impressive and which 
may seem in theory to be useful but 
which involve chiefly busy work, or 
whose apparent value has stemmed 
more from distraction or suggestion, 
or from the skill of the teacher than 
from intrinsic merit of the technique 
itself as an instrument for voluntary 
control. 


Any present method, and new ones 
to be developed, should be able to 
stand tests such as these: Is it really 
related to basic factors operating? 
Will its use give the patient the sort 
of insight and voiuntary control that 
he needs? Is it something he can and 
will be willing to apply in various 
real situations when he needs it? Is 
there some other way of accomplish- 
ing the same thing better and more 
easily? The answers to these questions 
should not be made merely by theoriz- 
ing or by reasoning—-they should be 
made by actual clinical use. 


3. Certain basic techniques should 
be applied in the treatment of all 
speech disorders. This study has of- 
fered convincing evidence—and the 
observations have been subjected again 
and again to the most critical scru- 
tiny—that persons with all kinds of 
defective speech need to acquire volun- 
tary control in three broad areas: 
(a) voluntary control of the produc- 
tion of normal speech patterns, (b) 
voluntary control of muscular tension, 
and (c) voluntary control of attitudes. 
While individuals differ in respect to 
speech symptoms and associated prob- 
lems, nevertheless they are all seeking 
to learn how to produce and how to 
use ‘normal’ speech, more accurately 
described as speech ‘within normal 
range.’ The broad characteristics of 
normal speech must be similar both 
for those who already speak normal- 
ly and for those who have to learn 





to speak normally. There are, there- 
fore, certain basic techniques, funda- 
mental to the acquisition of normal 
speech, which should be applied to all 
patients. These may be taught, in fact 
are best taught, to groups of patients, 
in which various kinds of disorders 
are represented. These basic tech- 
niques are begun at varying times with 
a few patients; they are carried on 
for varying periods of time depend- 
ing on individual needs; they are sup- 
plemented by special techniques to 
meet particular problems. 

Let us analyze these needs for 
voluntary control and the techniques 
of instruction involved. 

a. Voluntary control of speech pro- 
duction. All patients need to learn the 
characteristics of ‘speech within nor- 
mal range’ and how these character- 
istics differ from those of their own 
speech. They learn by listening to the 


speech patterns of the teacher, by try- , 


ing to imitate it, by listening to other 
members of the class, and also by list- 
ening and by feeling the sensations 
of their own speech attempts. It is 
a combination right from the first of 
listening and practicing. The tradi- 
tional long introductory periods of 
ear-training prior to practice attempts 
have been abandoned in our own pro- 
gram as constituting too much ‘busy 
work’ It was found that most patients 
can readily discriminate between es- 
sential differences in sounds and 
speech patterns uttered by someone 
else. Their real problem lies in dis- 
criminating between essential differ- 
ences in sounds and speech patterns 
uttered by themselves. This, of course, 
requires that they be able to produce 
normal sounds and patterns; hence it 
is necessary for them to learn to do 
so as speedily as possible. 

What characteristics must they all 
learn to listen for and produce? First 
of all, the fact that the phrase is the 
unit of speech, and that we group 
together the words that belong to- 
gether. Using one-phrase responses, 
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for practice material, other charac- 
teristics are pointed out and studied: 
that all sounds within a phrase are 
blended together smoothly; that the 
vowel sounds furnish the carrying 
power of speech —constitute voice— 
and that it is how the vowels are ut- 
tered that determines vocal pitch and 
quality; that different rates of speak- 
ing are determined by how long the 
vowels are held, and that the vowels 
in the important words are held long- 
er than those in the less important 
words, even though the rate may range 
from fast to slow; that relatively 
small amounts of force are used in 
speech and that the important thing 
is contrast in the use of these small 
amounts, rather than the expenditure 
of a great deal of energy; that melody 
occurs on the vowel sounds and should 
express and enhance meaning; that 
the consonant sounds carry ‘intellec- 
tual’ meaning and how they are uttered 
constitutes distinctness in speaking. 

Fmphasis is placed first upon the 
whole speech pattern, for all persons 
in the group. Some of the above 
characteristics are taught indirectly at 
first, merely through giving good 
models and controlling the student’s 
responses, some are taught directly to 
meet individual needs, but all are 
taught eventually, both directly and 
indirectly, to the whole group. Thus 
the group, representing diversified 
symptoms, can be welded into a unit 
right from the first. Unison responses 
may be used at the beginning of the 
first few class periods, with tempos 
within normal range. For individual 
practice, however, the rate and force 
applied should be cut to less than av- 
erage so that patients can achieve a 
greater degree of success in speech 
production and can listen in more de- 
tail. 

Such emphasis upon speech pat- 
terns rather fhan single sounds makes 
possible faster progress toward nor- 
mal speech. Instruction starts at a 
point where all patients can experi- 


ence some degree of success and this 
tends to raise morale and decrease 
tension. Moreover, it focuses effort on 
the coordinated whole rather than en- 
couraging preoccupation with one 
part, which in itself can produce bad 
habits. Even the worst cleft palate 
speech becomes more intelligible if the 
pattern becomes more normal, even 
though particular sounds are still de- 
fective. This holds true also for the 
speech of persons with so-called arti- 
culatory defects, hearing loss, cere- 
bral palsy, etc. Particular sounds need 
to be taught both in group and in- 
dividual classes, but as an outgrowth 
of and supplement to the instruction 
upon whole patterns. For voice cases, 
it has been found that practice on the 


whole speech pattern causes less ten- | 


sion and brings quicker results than 


‘intoning so-called ‘vocal exercises.’ 


Aphasics also receive instruction in 
producing whole speech responses. In 
the beginning they are usually in 
classes only for aphasics, where the 
material is geared to their particular 
needs ; then later, they join the regular 
group speech class, when they have 
improved to a point where they can 
carry on with profit and without too 
much special attention. Such instruc- 
tion is also vitally important for the 
laryngectomized after they have ac- 
quired some control of the belching 
technique. Even before they are able 
to join a group class they need to have 
the type of instruction mentioned 
above so they will know how to group 
words, how to eliminate excessive 
force and how to improve vocal qual- 
ity. Most of them do not pick up this 
skill by themselves. 

. Voluntary control of muscular 
tension. Instruction in general relaxa- 
tion as a means of voluntarily con- 
trolling muscular tension has _ been 
used by the authors for a number of 
years for persons with stuttering and 
cerebral palsy. During the past three 
years it has been. carried on experi- 
mentally, and it has been adapted rou- 
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*tinely for practically all persons with 
all kinds of speech defects. 

Observing surgery on the palate of 
an adult male one day, the idea came 
of applying relaxation as a technique 
for cleft palate therapy. Previous 
examination of the man’s palatal and 
velar structure made the surgeon fear 
that there was insufficient tissue. In 
the state of relaxation under anes- 
thesia, however, a very adequate 
amount of tissue was observed to be 
present. Why, then, might it not be 
possible to improve palatal function 
by teaching cleft palate patients to 
have voluntary control of muscular 
tension? Experience has shown that 
vocal quality is noticeably improved 
in a state of optimal relaxation, and 
many patients have mentioned volun- 
tary control of muscular tension as a 
particularly useful technique in pre- 
venting speech breakdown under so- 
cial pressure. Even children as young 
as eight and nine years old have been 
taught to use this technique success- 
fully, and they themselves recognize 
its value. 

Instruction in relaxation has been 
applied to persons with hearing loss, 
because they are under continual 
strain in understanding speech. The 
awareness and control of excessive 
tension enables them to participate 
more effectively. Moreover, the ability 
to relax within short periods of time 
is a valuable life-long tool in combat- 
ting the fatigue which results from 
their continuous effort to keep up with 
others who have normal hearing. 

Relaxation has been found to have 
value for persons with severe articula- 
tory disorders, too. It provides one 
way by which they can control the 
excessive tensions that appear under 
certain social conditions. Thus they 
are better able to create more favor: 
able conditions for the execution of 
the fine muscle movements which are 
so difficult for them. 

This technique is applied also to 
aphasics, sometimes at the beginning 





of clinical training, sometimes after 
they are oriented sufficiently to un- 
derstand better what its purposes are. 
It has a number of values for them 
as several examples will indicate. A 
former nurse"had been injured two 
years before she entered the clinic for 
training. She had mild aphasia and 
marked spasticity in one arm and 
hand. She was able to regain more 
control and use of that extremity in 
four and one-half months through the 
practice of controlled relaxation than 
she had in two vears through other 
forms of treatment. She reported fur- 
ther that regular periods of relaxa- 
tion before dinner at night prevented 
the excessive fatigue which she had 
experienced consistently before. An- 
other aphasic veteran, male, who had 
been trying too intently to recover his 
language skills, had to learn by experi- 
ence that excessive muscular tension 
caused his speech to break down. Re- 
laxation training taught him to ob- 
serve the presence of tension in him- 
self under various circumstances. It 
also helped to compensate for loss of 
sleep and to allay anxiety about his 
sleeplessness during the periods when 
he found it difficult to sleep at night. 

Another veteran with aphasia and 
hemiplegia had periods when the 
muscles of the affected side went in- 
to severe spasms. So far he has made 
great progress in controlling them 
through instruction in relaxation. One 
day at a party he suddenly could not 
sit down though he struggled to do 
so. Atga clinician’s suggestion that he 
apply voluntary control and relax, he 
was able within a few seconds to 
execute the act of sitting. 

For persons with dysphonia, relaxa- 
tion is an especially valuable proce- 
dure, and has been applied to those 
with vocal nodes, myogenic paralysis. 
neurogenic paralysis (both of upper 
and lower motor neurone types), 
hemilaryngectomy, etc. Workers in 
the field have argued that it is not_ 
logical to suppose that such a tech- 
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nique would produce results in these 
cases, but observations from clinical 
experience in so treating these per- 
sons show that it does bring results, 
whether it ‘should’ or not. It may be 
described as having three values: (1) 
a condition of general relaxation puts 
the organism into a state in which the 
patient can most quickly and most 
easily achieve the radical compensa- 
tions necessary to overcome structural 
deficiencies and produce a clear tone; 
(2) practice to gain control of ten- 
sion helps him to see how much ten- 
sion he possesses in various situations ; 
(3) the ability to relax at will. is 
something specific that he can do to 
control himself and his speech produc- 
tion under social pressure. 

Patients are taught that muscular 
tension means hypertension—too much 
activity over and above what is needed 
for the situation at hand, that it: is 
a generalized response of the whole 
organism and that it is caused by 
something. Its genesis may be chiefly 
physiological, or chiefly psychological, 
but the whole psycho-physiological 
mechanism is affected. Whatever 
causative factors can be eliminated 
should be, but patients can neverthe- 
less control the symptom, and it is not 
necessary or wise to wait for a recon- 
ditioning of attitudes to decrease the 
tension. Patients experience for them- 
selves the fact that tension can be 
diminished by control of attitudes, 
likewise the fact that social pressure 
can be diminshed by control of mus- 
cular tension, as well as the fact that 
tension and social pressure can be 
diminished by control of speech pat- 
terns—that is by speaking more slow- 
ly and with expenditure of less force. 
They must learn that control of any 
one of these factors makes control of 
the others easier. 

Relaxation is a form of control that 
is fundamental in character, is specific 
to apply even under severe pressure, 
and can be applied in any situation 


without being conspicuous. It makes 
the person respond more normally, not 
less, and from that standpoint, too, 
is a more desirable technique than 
some others which call attention to 
themselves through abnormal motions 
or abnormal speech patterns. 

c. Voluntary control of attitudes. 
If the proof of speech rehabilitation 
lies in how well the patient can use 
normal speech after he leaves the 
clinic, if speech tends to break down 
under social pressures, and if per- 
sons with defective speech suffer on 
the whole from more and greater so- 
cial pressures, then it becomes clear 
that teaching patients to have volun- 
tary control of attitudes is a basic ob- 
jective of their clinical training. 

The starting point, of course, in 
good teaching is to set the stage so 
that the pupils can experience some 
measure of success (this is particular- 
ly true in clinical teaching where the 
patients have experienced repeated 
failure and are severely lacking in 
self-confidence on that account). Set- 
ting the stage thus means having 
morale high, pressure reduced to the 
very minimum, materials which are 
simple, and goals which are within 
easy reach. Patients thus achieve rela- 
tive control through indirect means. 
Such indirect application of ‘mental 
hygiene’ should always have a place in 
all teaching and especially in clinical 
teaching. It occupies a relatively larg- 
er place than do the direct applica- 
tions in the training programs for 
children, since undesirable habits are 
usually not so entrenched and the 
teaching process is more a matter of 
‘conditioning’ behavior than ‘recon- 
ditioning’ it. Nevertheless, it is a mis- 
take to assume that such indirect 
methods are adequate to meet the 
problems of clinic patients. Children, 
too, to say nothing of older patients, 
need to have voluntary control of 
their attitudes and behavior in the 
situations they will experience, and 
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they need to have instruction both by 
direct and indirect means in how to 
acquire it. 

Experimentation with all age groups 
has been valuable because it has shown 
up similarities and differences in type 
and extent of problems of behavior, 
and working with one age group has 
suggested improvements for handling 
other age groups. Experience with 
adolescents and young adults has 
shown the types of attitude and be- 
havior which the clinical program for 
children should strive to counteract; 
and experience with children has sug- 
gested simplicity of procedure which 
could be employed with profit to the 
older groups. 

Such instruction includes for chil- 
dren such basic things as developing 
insight into the’nature of their speech 
problems, how their individual prob- 
lems are different from and similar to 
those of the others, clear recognition 
of why they are doing each thing in 
the training program, attitudes not 
only toward learning normal speech 
but also toward the use of speech as 
a social instrument, frank evaluation 
of the performance of members of 
the group, facing these problems of 
learning as unemotionally as one 
would any other interesting activities. 
These problems are discussed ‘on the 
spot’ whenever need arises, rather 
than in any special period in the pro- 
gram. Persons who fear that such an 


approach may be harmful to children - 
have undoubtedly theorized about it— 


instead of experiencing the actual pro- 
cess in operation, or they may have 
neglected to consider that how teach- 
ing is done is extremely important. 
With adolescent and adult groups, 
instruction should include a regular 
group class in which the voluntary 
control of attitudes and behavior is 
approached directly. This class serves 
as the core of the clinical program to 
coordinate and make more meaningful 
the other phases of instruction. At the 





very beginning the class starts with 
the subjects closest at hand: the need 
for getting acquainted and for socia- 
bility, and an explanation of the clinic 
program, that is, what the instruction 
consists of and why, etc. Relatively 
early, usually near the end of the first 
week, the priniciples of semantics are 
presented gradually. Care is taken not 
to let the class period become a ‘lec- 
ture course’ and not to let the mate- 
rial under discussion become divorced 
from daily problems that come up and 
need attention on the spot. Thus the 
semantic principles are presented slow- 
ly and in skeleton form, although al- 
ways applied to concrete everyday be- 
havior. Experience has been convinc- 
ing that the semantic approach offers 
the most orderly and effective way of 
helping patients to acquire voluntary 
control of attitudes and behavior. It 
not only enables them to achieve a 
better understanding of problems at 
the time of class discussion but also it 
is something which they can hold on- 
to better and use by themselves in 
working on problems outside and after 
they leave the clinic. 

The subject matter in this-attitude- 
control class is always related very 
closely to clinic activities and to com- 
mon human probiems which patients 
bring up out of their own past ex- 
perience. ‘Formal scholarly lectures’ 
have no place in it. The schedule of 
daily and weekly topics cannot be too 
rigidly planned or adhered to or the 
class loses much of its. effectiveness. 
When a problem or situation that is 
illustrative arises, when patients raise 
some point, it should be dealt with on 
the spot, not two days hence. More- 
over, an idea is not grasped in one 
telling, habits are not formed from 
once doing, and many discussions will 
relate to one broad topic but with dif- 
ferent examples hitting it from dif- 
ferent angles. In this way, over a 
period of time, it is possible to keep 
to a loose outline even though from 
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day to day the discussions may ap- 
pear to be rather hit or miss in or- 
ganization. 

The experience of teaching such a 
class impresses one more and more 
with the fact that persons with defec- 
tive speech share common problems 
whose solutions are critically related 
to speech rehabilitation. Many of 
these problems have arisen as a re- 
sult of possessing defective speech, 
some of them have operated as causes 
for defective speech, many of them 
are simply to be chalked up as prob- 
lems common to most human beings. 
Nevertheless, though persons with 
normal speech may seem to ‘get by’ 
without too much concern for solving 
such problems, persons with defective 
speech need the ‘extra margin of safe- 
ty,’ a ‘better-than-average’ degree and 
type of personal and social adjust- 
ment, in order to achieve voluntary 
control of speech. Thus clinic patients 
need to learn that their job of recon- 
ditioning attitudes may be said to be 
two-fold: (1) getting rid of undesir- 
able habits of thinking and behavior 
which have come as a result of ‘living 
with defective speech,’ and this in- 
cludes especially the process of be- 
coming ‘desensitized’ to §ocial situa- 
tions; and (2) building up the most 
desirable possible habits of adjustment 
in order to create a favorable subsoil 
for control of speech. 

Some of the most common prob- 
lems which must be dealt with are: 

The idea that speech defects can be 
‘cured’ by ‘pink pills’ of some sort which 
will involve no effort on the part of the in- 
dividual. 

The idea that ‘normal’ specifies some ab- 
solute point. 

Initial inability to face problems unemo- 
tionally. 

Very little insight into cause-effect rela- 
tionships in their own problems. 

Marked tendency toward being ‘self-cen- 
tered.’ 

Marked feelings of inferiority. 

Strong fears of speaking situations ahd 
hence social situations. 


Below average skill in use of ‘small talk’ 
in common social situations. 


Frequent responses of anger. 

_ Failures to assume responsibility for own 
improvement. 

Concept of ‘absolute’ values for ‘success’ 
and ‘failure.’ 

Attitudes toward ‘relapse.’ 

Attitudes toward people and _ situations 
and problems upon return home. 

Patients must learn, above all, that 
new habits are not made merely by 
thinking or talking about them, but 
by doing. Therefore, they must engage 
in ‘projects of doing’ in order to work 
on establishing particular habits. 
These projects should be both in and 
out of the clinic, should be the out- 
growth of the discussion classes, and 
the reports on them should become 
topics for further discussion. It is es- 
sential that patients should assume re- 
sponsibility for their own improve- 
ment, and such projects help to bridge 
the gap between the close supervision 
in the clinic and the condition of be- 
ing ‘on their own,’ after the return 
home. 

4. Learning proceeds faster if the 
concept of forming rich associations 
in learning is considered to mean em- 
ploying a few that are strong rather 
than employing many. The idea has 
commonly been advanced that in the 
treatment of asphasics one should em- 
ploy as many stimuli as possible via 
the different senses in order to build 
vocabulary. Clinical experience in 
teaching aphasics, however, has led to 
repeated observations that bombarding 
the patient with many stimuli increases 
confusion and produces frustration. 
For example, D. C. had difficulty with 
the word ‘brown’ in reading. Attempts 
to make associations with brown table, 
brown suit, brown shoes, brown cray- 
on threw him into great confusion. 
The clinician’s mere act of quietly 
supplying the word in its proper place 
every time it occurred soon enabled 
him to say it himself and he had no 
further trouble with that word in read- 
ing. Another example may be seen in 
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the adult aphasic’s relearning of arith- 
metic. Attempts te teach him multipli- 
cation by associating the process with 
concrete situations create confusion. 
The strongest association appears to 
be the form and procedure by which 
he learned it originally, namely the 
multiplication tables. 

For several years the writers have 
been experimenting with drill mate- 
rials for persons with various types 
of speech defects, and at different age 
levels. It seems rcasonable to suppose 
that drill to improve speech should 
be on speech materials; i. e., real con- 
versational patterns, rather than 
jingles, tongue twisters, nonsense syl- 
lables, or the oral reading of artificial- 
ly constructed sentences that would 
never constitute a real speech response. 
It was found that normal responses 
were easier and quicker to obtain and 
that carry-over of new habits into real 
speaking situations was immeasurably 
faster, with much less confusion and 
tension in the patient, than in tradi- 
tional procedures. Apparently the same 
principle operating in the case of 
aphasics was operating here, though 
not so dramatically obvious unless one 
were looking for it. If a few strong 
associations promoted more efficient 
learning than many associations in the 
case of aphasics, and in the experi- 
ments tried thus far on other speech 
cases, then the subject should be more 
extensively investigated to test further 
the assumption and to explore the pos- 
sibilities for developing refinements in 
clinical procedure if the principle were 
to be more systematically applied. 

The use of drill material for chil- 
dren with articulatory defects was ex- 
plored. The oral reading of material 
in readers appeared to arouse too 
many stimuli unrelated to the task at 
hand: mechanical difficulties in read- 
ing, meanings aroused by the subject 
matter, pictures, etc., as well as, emo- 
tional reactions stemming from the 
association of repeated failure with 
the reading function. When children 


are called upon to read aloud, the old 
habits of speech production are too 
strongly associated with the automat- 
isms of speaking. and carry-over is 
difficult to obtain in too many cases. 
It was also found to be difficult to 
get carry-over of sounds in jingles 
that the child had known previously. 
The associations tied up with rhythm 
and ‘saying it off by heart’ were strong 
all right, but strong for the retention 
of old patterns of muscular movement 
rather than for the reinforcement of 
new patterns. Unfamiliar jingles and 
the ordinary artificially constructed 
drill sentences offered too many ex- 
traneous stimuli and none really 
strongly related to the aims involved. 
They are not related to real speech 
responses, they contain too many 
phonetically difficult combinations, too 
many and diverse stimuli of the sound 
being learned, as well as diverse as- 
sociations stemming from the subject 
matter itself. “Tongue twisters’ cause 
confusion in most normal speakers, 
let alone in persons with defective 
speech, who possess less than average 
skill in executing the muscle coordina- 
tion required in speech. While the use 
of nonsense syllables undoubtedly re- 
duces some extraneous associations 
above mentioned, it does little to tie 
up the learning process with a few 
strong associations related to speech 
responses. Its value, judged by actual 
contrast with the use of ‘speech’ mate- 
rials, has been more theoretical than 
real, and has consisted too largely of 
the nature of busy work. 


On the other hand, the use of real 
speech responses for drill ,material 
makes possible the employment pf a 
few associations that are strong. (Con- 
ventional conversation patterns, “like 
greetings, simple questions and an- 
swers, introductions, expressions of 
appreciation, etc., come the closest to 
being automatic speech responses, and 
they are parts of total bodily responses 
which the organism makes to the so- 
cial situations involved.) The use of 
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conversation patterns for drill does 
not mean ‘free conversation’ or ‘just 
talking’; nor does it mean at the other 
extreme the mere ‘recital’ of such pat- 
terns in drill. It does(mean the setting 
up of a real though extremely simple 
speaking situation, such as two people 
exchanging greetings or engaging in 
a simple question-answer situatioy/ It 
is possible for such teaching materials 
to be carefully selected, carefully con- 
trolled and carefully graded, not on- 
ly from the point of view of phonetic 
difficulty but more especially from the 
point of view of the social pressures 
involved. And it is extremely import- 
ant for this to be done. Problems of 
carry-over of new habits from ‘the 
ability to produce’ to the ‘ability to 
‘use’ in social situations are thus cut 
immeasurably because, from the first, 
real speech responses have been em- 
ployed 

In “direct opposition to the usual 
procedure of loading drill sentences 


with as many as possible of the sounds © 


being learned, experiments have been 
conducted in the use of speech re- 
sponses which contain only once the 
sound being learned, and the simplest 
' possible speech response selected. This 
has been tried repeatedly, both in 
group classes and in individual les- 
sons. For example, the speech response 
‘yes’ has been used for persons learn- 
ing the s sound. It is a real speech 
reponse; it is uncomplicated in mean- 
ing; it is simple phonetically, except 
for the one s sound; the s sound oc- 
curs at the end of the phrase (ex- 
perience has shown that final s’s are 
easier to produce than medial or initial 
s’s and hence are easier for the pa- 
tient to learn and apply first) ; the re- 
sponse is one which can be made many 
times in a carefully controlled situa- 
tion. There may have to be drill first 
on the s in isolation but the moment 
drill in sound combinations is started, 
there is immediate carry-over into a 
real conversational pattern. And right 
in that first class period in which the 


word ‘yes’ is introduced, the patient, 
be he child or ‘adult, will use it in a 
real situation, if the class procedure 
is one of asking questions which can 
be answered by ‘yes’, as a prearranged 
response. The situation can be rigidly 
controlled at first by having all the 
questions asked by the teacher and 
having them all phrased to elicit ‘yes’ 
responses. A few extra stimuli can be 
injected then by having some ques- 
tions phrased to elicit ‘no’ responses. 
This will ordinarily not create conju- 
sion and it has the advantage of adding 
a little variety. Just as soon as pos- 
sible patients should take their turn 
asking each other questions, and the 
teacher should not be worried at this 
point by the fact that speech sounds 
in the questions may be defective. The 
situation is still strictly controlled but 
slightly more complicated, in the di- 
rection of ordinary social situations. 
The new muscular movements are as- 
sociated strongly with the one re- 
sponse, and with that response as a 
total bodily response accompanied by 
motor activity. For example, with a 
child one asks, ‘Do you want the ball ?’ 
The child says, ‘Yes,’ and the actual 
exchange of the ball takes place. Pa- 
tients are encouraged to create situa- 
tions outside class in which they can 
use the response ‘yes’ and say it nor- 
mally. Thus the association is made 
stronger by increased initiative on 
their part. , 

Facility is also gained in making 
the sound medially by the speech re- 
sponses, ‘Yes I do,’ or ‘Yes I will,’ or 
‘Yes I would,’ whichever fits ap- 
propriately the particular situation 
planned. 

The goal in speech rehabilitation is, 
of course, for the patient to pass 
through the stage in which strict 
voluntary control is required to the 
stage in which there is some degree of 
automaticity in speech response. Evi- 
dence is accumulating which points 
to the conclusion that patients have 
more rapid, permanent, and extensive 
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carry-over when they practice strict 
voluntary control of one response un- 
til a degree of automaticity is acquired 
than when they practice with fewer 
successes on ‘all’ words. Interestingly 
enough, patients themselves (even 
young children) take the initiative for 
carry-over of the new habits to new 
words and phrases, and it is not neces- 
sary to teach the sound formally in 
long numbers of combinations and re- 
sponses, 

Investigations have also included 
drill material for persons with other 
types of speech defects and at higher 
age levels, and carry-over is more 
rapid when they practice on the con- 
versational responses which they will 
use most often in real conversation. 
Hence the material. used in group 
speech class is composed of simple 
conversations between two or three 
people, such as occur in greetings, in- 
troductions, ordering food in a res- 
taurant or soda bar, etc. The amount 
of material has been progressively cut 
as the study has advanced, and fur- 
ther attempts are being made at 
present to grade it more carefully as 
to difficulty, starting, as previously 
suggested, with very simple patterns. 
Because of the simplicity and famili- 
.arity of the material, it is memorized 
practically at once so that although it 
is written down to control the situa- 
tion rigidly, patients practice speaking 
the responses. Clinicians who have 
encountered difficulty in controlling 
the classroom situation rigidly enough 
in respect to type of speech responses 
elicited have found that care in prep- 
aration for the lesson and skill in 
teaching eliminate such difficulties en- 
tirely. 

The conversation-drill class was in- 
stituted and developed to strengthen 
further the association of conventional 
conversational patterns with total 
bodily activity in social situations. It 
was found that these ordinary social 
situations had become charged with 
so much social pressure for most pa- 


tients that they did not feel secure 
in them and often indeed did not 
know the proper conventionalized be- 
havior for the various situations. 
Hence they had to have instruction as 
well as extensive experience in par- 
ticipating in such situations, in order 
to tie up the speech responses with the 
sort of total bodily responses that 
would form a desirable as well as 
strong association. These associatigns 
are also strengthened further in dra- 
matic activity class, where plays are 
chosen or written especially for the 
instruction and practice they will af- 
ford in casual conversation, and in the 
clinic social activities such as ‘coke’ 
parties, teas, dances, eard parties, etc., 
which are planned specifically to pro- 
vide opportunities for particular con- 
versational situations. That such pro- 
cedures, in which conversations are 
acted out and evaluated does succeed 
in building up strong associations be- 
tween new speech habits and total be- 
havior in such situations, is verified 
by reports of patients that their speech 
outside the clinic holds up best, even 
under great social pressure, on the 
speech patterns and in the situations 
they have drilled on in the conversa- 
tion-drill class. One aphasic patient, 
for instance, had great difficulty in 
carrying on routine conversation, yet 
was elated to report one day his ex- 
perience of duplicating in a real life 
situation a conversation in which he 
had learned to participate in the clinic. 
(In a cafeteria, a man came over to 
his table and ate with him: ‘Won't 
you sit down? My name is................. 
IT am an aphasic veteran. What is 
your name ?’—‘Where are you from?” 
etc.) The associations built up in the 
clinic situation had been strong enough 
for him to participate successfully in 
such a situation outside the clinic. 


SUMMARY 
1. Intensive group therapy is a 
valuable instrument for speech reha- 
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bilitation. It provides a good oppor- 
tunity (a) to study the patient and 
his particular needs, (b) to convince 
the patient of his problems and needs, 
and (c) to teach the patient how to 
carry over new speech patterns into 
real life situations. 

2. It is a desirable instrument for 
teacher training in the field of speech 
correction. 

3. It is a useful instrument for re- 
search in clinical practice. 

4. Evidence accumulated thus far 
supports the following generaliza- 
tions: . 


Persons with various kinds of de- 
fective speech have in common prob- 
lems relating to speech breakdown and 
relapse. 

Speech rehabilitation for all patients 
is a process of gaining voluntary con- 
trol. 

Certain basic techniques should be 
applied in the treatment of all speech 
disorders. *” 

Learning proceeds faster if the con- 
cept of forming rich associations in 
learning is considered to mean employ- 
ing a few that are strong rather than 
employing many. 





LEARNING TO BELONG 


The ability to relate oneself to 
other persons is the crux of human 
happiness. To many all relations have 
brought unpleasantness. The prime 
aim of psychotherapy is to help the 
patient establish constructive relations 
first with the therapist, later with 
other people, and finally with the larg- 
er world. We have already mentioned 
in preceding payes the universally ac- 
cepted fact that when such a relation 
(transference) cannot be established 
between client and therapist, treat- 
ment cannot be continued with profit. 
Some children are so suspicious and 
apprehensive that they are unable to 
establish a direct transference to an 
adult. They can, however, slowly re- 


late themselves to children of their 
own age in the group, and later to the 
therapist, because neither constitutes 
a threat. The group does not invade 
the intimate precincts of personality, 
deep anxieties, and traumata. A ther- 
apy group provides latitude: the child 
can keep to himself, work by himself, 
evade contact with other members. The 
group stimulates activity, yet makes 
no direct and immediate demands up- 
on him. In this way, he can establish 
relations at his own pace. 


From An IJntroductiow to 
Group Therapy by S. R. 
Slavson (New York: Com- 
monwealth, 1943) p. 202. 
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A Group Pure Tone 


Hearing Test 


T THE PRESENT time the gen- 
A erally accepted method of testing 
the hearing of large populations, such 
as children in public school systems, is 
by means of the group phonograph 
speech audiometer. This instrument 
consists essentially of a phonograph, 
the pickup of which is connected across 
several earphones, usually forty in 
number. T'wo-digit numbers are re- 
produced in the earphones from a 
record. The initial intensity of the 
digits usually is 30 db above the nor- 
mal threshold and the intensity is at- 
tenuated in 3 db steps on the record- 
ing to the normal threshold or slight- 
ly below. The principal objection to 
the usual form of the group phono- 
graph speech audiometer is the im- 
possibility of detecting high frequency 
losses above the essential speech fre- 
quency range with this instrument. As 
is well known, the pure tone audio- 
meter is ideally adapted for the de- 
tection of high frequency impairments, 
but this instrument in its present form 
can be used to test the auditory acuity 
of only one person at a time. A modi- 
fication of the pure tone test, popular- 
ly called the pure tone sweep frequency 
test, permits a reduction in the time 
required for each individyal test but 
at a considerable sacrifice in the ac- 
curacy of the results. 
Many large school surveys combine 
the best features of both the group 
phonograph speech and pure tone 
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audiometers in the following four- 
step procedure: (1) the initial test is 
administered by means of the group 
phonograph speech audiometer; (2) 
all who exhibit defective hearing on 
this initial test are retested with the 
same instrument ; (3) all who have de- 
fective hearing on the second phono- 
graph speech test are given an in- 
dividual pure tone sweep frequency 
test; and (+) those who have signifi- 
cant hearing impairments on the pure 
tone sweep.frequency test are given an 
individual pure tone threshold acuity 
test. When the group to be tested is 
to use only the pure tone audiometer 
relatively small, it may be efficacious 
as indicated in steps 3 and 4. These 
testing procedures are described in 
considerable detail by Newhart and 
Reger (4). 

Obviously the most desirable pro- 
cedure for either a group or individual 
test is one which requires a minimum 
expenditure of time to obtain adequate 
test results. The desirability of an ac- 
curate group pure tone hearing test 
has been recognized for many years. 
In fact, several attempts have been 
made by various investigators to de- 
velop such a test. Perhaps the most 
extensive use of a group pure tone 
test to date was made by the Rell 
Telephone Company in its exhibits at 
the New York and San Francisco 
World’s Fairs (5). This test in- 
volved the use of recordings from 
which the pure tones were reproduced 
in earphones. Anson (1) mentions the 
use of a similar recorded pure tone 
group test in a hearing survey con- 
ducted in Wisconsin. More recently, a 
group pure tone test consisting of a 
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pure tone audiometer and twelve high 
quality dynamic or moving coil re- 
ceivers was developed for use at the 
U. S. Navy Submarine Base, New 
London, Connecticut (3). This test 
was found to be almost as reliable as 
a carefully administered individual 
test, and satisfactory measures of the 
test’s validity were obtained in terms 
of deviations from the results of in- 
dividual tests. 


DESCRIPTION OF MECHANICALLY 
INTERRUPTED Group PurRE 
Tone HEARING 
TEST 
In the present preliminary study 
forty earphones are connected to 
the output of a pure tone audio- 
meter, the oscillator circuit of which 
is suppressed or released, according to 
a predetermined sound stimulus pat- 
tern, by a mechanically operated tone 
interrupter’? while an attention-focus- 
ing light is illuminated. While the light 
is turned on, a selector switch associ- 
ated with the interrupter permits the 
operator to produce a sound stimulus 
pattern of one, two, three, or four 
dashes at any frequency generated by 
the audiometer. When the light is off, 
the subjects record the number of 
times the sound was heard and the op- 
erator adjusts the audiometer and 
selector switch to produce the next 
stimulus pattern at the desired fre- 

quency and intensity level. 

The mechanism to illuminate the at- 
tention light and produce the sound 
patterns consists in part of five bake- 
lite discs, each four inches in diameter 
and one-fourth inch thick. The discs 
are mounted rigidly on a metal shaft 
which is rotated six revolutions per 
minute by means of a constant speed 
electric motor. The discs are cut with 


*The mechanical interruption device was 
designed and built by Dr. Reger. A more 
detailed description of this equipment is 
given in a thesis by Bette Rae Bartell: 
‘Variability of air conduction and bone con- 
duction measurements in individuals with 
normal air conduction acuity,’ M. A. thesis, 
Univ. Iowa, 1945. 


from one to four projecting teeth on 
their perimeters which actuate micro- 
switches. The disc which operates the 
attention light has a projection ex- 
tending around half the perimeter of 
the disc, which turns on the light for 
5.5 second intervals during the rota- 
tion of the discs. The other discs are 
made with one, two, three, and four 
projecting teeth, respectively, the di- 
mensions of which are such that each 
tone is presented with a duration of 
0.6 second with a 0.4 second silent in- 
terval between successive tones. The 
disc associated with the 60-watt atten- 
tion light illuminates the bulb 0.5 sec- 
ond before the first tone in the sound 
pattern is produced. While the light is 
off the operator turns a selector switch 
to select any one of the desired four 
sound patterns and also adjusts the 
audiometer control dials to the de- 
sired frequency and intensity levels. 
The light not only serves as an at- 
tention-attracting device for the group 
being tested but also enables the sub- 
jects to take the test without becom- 
ing lost. The mechanical interrupter 
eliminates unavoidable variations in 
duration of tone and silent intervals 
resulting from manual tone interrup- 
tion, thereby enabling any number of 
individuals or groups to be tested or 
retested in exactly reproducible sound 
pressure fields. 

The forty earphones used in the 
present study were Western Electric 
phones with the model HAI interiors. 
By means of the pure tone audiometer 
and an artificial ear it was found that 
these phones have a maximum devia- 
tion from each other of + 3.5 db at 
256, 1024, 2048, and 4096 cycles per 
second. The response of the phones 
at 8192 cycles could not be measured 
accurately with the equipment at hand. 

The group pure tone test was cali- 
brated by obtaining a series of thres- 
hold measurements with the group 
audiometer at the frequencies indicated 
above from 16 subjects with ‘normal’ 
hearing-—within + 10 db of normal 
as previously determined by means of 
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GROUP PURE TONE TEST 


individual pure tone threshold acuity 
measurements on an accurately cali- 
brated audiometer in a sound-proof 
room. With the present group equip- 
ment it was found that the normal 
threshold at, for example, 1024 cycles 
was at an attenuator dial setting of 
45 db. 


TESTING PROCEDURE 


Before testing a group of sub- 
jects it is necessary to explain to 
them the purpose of the test, what 
they are to listen for, and how they 
are to record what they hear. For sub- 
jects at the college level, the follow- 
ing instructions have proved satisfac- 
tory: 

In a few minutes you are to have your 
hearing tested. The object of the test is to 
discover how softly each of you can hear 
tones of different pitch. 


On the mimeographed sheet in front of 


‘you there are two rows of eight columns 


each, one row labeled ‘Right Ear,’ and the 
other labeled ‘Left Ear.’ You are to record 
in the squares in these columns the number 
of times you hear a tone presented when 
this bulb lights up. Each time the bulb 
lights, a tone will be presented in one, two, 
three, or four dashes. You will start re- 
cording in the square of column one and 
work down column one threugh the bottom 
square, then start at the top of column two 
and work down that column and succeeding 
columns until the test is completed. 

When you start at the top of any column, 
the tone will be loud. The tone will de- 
crease in loudness as you proceed down the 
column. Sometimes the tone may be pre- 
sented so softly that you cannot tell how 
many times you heard it, if you heard it at 
all. In these cases, mark the square with an 
‘*X.’ Every time the bulb lights up there will 
be a tone presented, so write down either 
a number from one to four or an ‘X’ in 
every square on the paper. Leave no squares 
blank; otherwise you may lose your place 
during the test. 

We will test the right ear first. Place the 
earphone carefully over the center of the 
ear, making sure there is no hair between 
the phone and the ear. Place the headband 
over the top of your head so that it will not 
slip off during the test. 

Since this is a test of your hearing acuity, 
it should be unnecessary to remind you that 
everyone must be quiet throughout the test. 
Please keep your feet still and try to regu- 
late coughs and throat clearings for the in- 
tervals between the lighting of the bulb. 
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We are now ready to begin. When the 
bulb lights up, listen for the tone and write 
the number of times you hear it in the top 
square .of column one. 


The scoring sheet used with the 
group pure tone test is reproduced in 
Figure 1 

The actual administration of the 
test requires an alert operator, since 
every ten seconds at least two adjust- 
ments must be made to the equipment. 
The operator follows a key which 
shows him the proper intensity level 
settings and number of interruptions 
for every. square on the test blank. 
The top square of each column pre- 
sents a tone 40 db above the normal 
threshold. Proceeding down each col- 
umn the tone is presented successive- 
ly at 40, 30, 20, 15, 10 and 5 db above 
the normal threshold. On the scoring 
sheet in Figure 1, columns 1, 2, 9 and 
10 are for the frequency of 256 cycles; 
columns 3, 4, 11 and 12 are for 1024 
cycles; columns 5, 6, 13 and 14 are 
for 2048 cycles; and columns 7, 8, 15 
and 16 are for 4096 cycles. Since each 
column consumes one minute, the en- 
tire test can be administered in 16 
minutes plus the time required for 
reading instructions and for changing 
earphones from the right to the left 
ear. The operator makes the required 
adjustments to the audiometer dials 
and the interrupter selector switch 
during the intervals between the flash- 
ing of the light. 

A word should be said here con- 
cerning the frequencies employed in 
the present group pure tone test. It 
was believed that only one frequency 
below 1024 cycles was necessary to 
give an adequate picture of any sub- 
ject’s low frequency acuity. Accord- 
ing to Beasley (2), ‘Correlation be- 
tween hearing losses by air conduction 


is extremely high and regression is 


linear for the four tones 64, 128, 256, 
and 512 cycles. For both screening and 
clinical types of aydiometers, any, one 
of these four tones will provide ap- 
proximately equal predictive value as 
to acuity of hearing throughout this 
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COMMUNICATION SKILLS 


GROUP HEARING TEST 


Name Age Sex Earphone No. 














Iowa City Address Telephone No. 
Section No... Instructor Date 








Describe briefly any symptoms of ear trouble you may have experienced. 


If veteran, mention briefly any experience with noisy environment, for 
example, gunfire, airplane engines. 


RIGHT EAR 
iz: ~ a . £ 7 8 










































































LEFT EAR 
9 10° ll 12 13 14 15 16 









































Ficure 1. Scoring sheet used for the group pure tone hearing test. 
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range.’ Witting and Hughson (6) are 
in agreement with Beasley’s state- 
ment. The frequency of 256 cycles 
was chosen in the present test for de- 
termination of acuity for low fre- 
quencies. ‘The upper limit of 4096 
cycles was determined by the physical 
characteristics of the earphones and 
test equipment available at present. 


The test is scored by hand. A key 
is prepared from a scoring sheet by 
recording the correct number to the 
side of each square and then cutting 
out the squares so that the key can be 
placed on each paper as a template. 
Incorrect numbers are encircled. Each 
group of two columns is given a score 
representing the hearing loss at one 
frequency. Since there are two col- 
umns for each frequency, the lowest 
intensity level correctly marked in 
either of the columns is taken as the 
threshold for that frequency. 


Once the papers have been scored, 
the examiner must decide which pap- 
ers are unsatisfactory and arrange for 
complete individual pure tone tests for 
those subjects. A poor score on the 
group test may indicate an actual hear- 
ing loss, misunderstanding of the test- 
ing procedure, or an earphone improp- 
erly positioned on the head. In any 
event, an unsatisfactory paper calls 
for an individual hearing test, the re- 
sults of which will determine the di- 
rection of educational and medical 
follow-up. 


PRELIMINARY EXPERIMENTATION 
Witu Group Pure TONE 
TEST 


The group pure tone test des- 
cribed above was employed in the 
summer of 1946 in testing the hear- 
ing of all first-semester students in 
the required Communication Skills 
course at the State University of Iowa. 
In all, 238 subjects were tested. On 
the basis of this one test, 34 subjects 
were advised to make appointments 
through the Department of Student 
Health for a thorough medical exami- 





nation in the University Hospital’s 
Department of Otolaryngology, and 38 
subjects were directed to obtain an 
individual pure tone audiometric test. 
At the present time, individual audio- 
grams are available for 15 of the 
group who reported to the hospital, 
and for 35 of those who were given 
only an individual recheck. These 
audiograms have been used in study- 
ing the validity of the group pure 
tone test. Two sections of the Com- 
munication Skills course, 35 subjects 
in all, were given retests with the 
group pure tone equipment approxi- 
mately one month after the original 
tests. The results of these retests have 
been employed in studying the reli- 
ability of the group pure tone test. 
The statistic employed in studying the 
validity and reliability of the group 
test was the mean deviation in decibels 
at each frequency of one test from 
another. This is the same statistic em- 
ployed by Harris (3) in reporting the 
results of the New London group pure 
tone testing. The validity and reli- 
ability data are summarized and com- 
pared in Table 1. 

_While the validity statistics in Table 
1 show greater deviations than the 
reliability statistics, there are signifi- 
cant differences between validity and 
reliability for only two frequencies— 
2048 cycles and 4096 cycles—and these 
differences are accounted for by the 


TaBLE 1. A comparison of the validity and 
reliability of the group pure tone test. 


Entry: mean deviations in db + one stand- 








ard error 
Di. SE Cae 
Freq. A B A-B Diff. Diff. 





256 5.05 3.07 1.98 81 2.4 
59 55 

1024 2.15 1.07 108 49. 22 
34 35 

2048 2.00 0.64 i 
32 22 

4096 430 064 366 i 6.0 
56 25 








A—group test-individual test, N=100 
B—group test-retest, N=70 
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extremely high reliability of the group 
pure tone test at the two higher fre- 
quencies. The reliability of the group 
test as indicated by column B of Table 
1 is apparently satisfactory compared 
with reliability of individually ad- 
ministered pure tone tests. According 
to Witting and Hughson (6), a devia- 
tion of 5 db plus or minus is to be 
expected between successive individual 
hearing tests. At no frequency does 
the mean deviation between group test 
and retest exceed 5 db. 


Prans For FurtuHer TESTING 


Preliminary experimentation has 
been undertaken with the group 
pure tone test used in conjunction with 
ten Permoflux dynamic earphones in- 
stead of the forty Western Electric 
phones. With the Permoflux phones 
it is possible to test the acuity through 
8192 cycles. In the near future 30 ad- 
ditional Permoflux phones will be ob- 
tained. so that 40 subjects may be 
tested simultaneously as described 
above but through 8192 cycles. 

The present equipment employing 
the Western Electric phones is cur- 
rently being used at the State Univer- 
sity of Iowa for testing the hearing of 
all entering students (fall semester, 
1946). On the basis of this one group 
test, students with serious losses at 
any of the four frequencies tested are 
screened out for thorough examina- 
tions in the Department of Otolaryn- 
gology at the University Hospital. In 


addition to the medical follow-up at 
the hospital, the results of the hearing 
tests are made available to speech cor- 
rectionists and instructors working 
with the students in the University’s 
Communication Skills course. 

During the 1946-47 school year, ap- 
proximately 2400 pupils in the Iowa 
City public school system will be 
tested with the group pure tone audio- 
meter. Validity and reliability studies 
will be made to determine the lowest 
grade level at which accurate test re- 
sults can be anticipated. 
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Contact Ulcer of the Larynx 


I. History 


ONTACT ULCER of the larynx 

is of interest and importance to 
the speech pathologist, not only be- 
cause it is one of the laryngeal path- 
ologies resulting in dysphonia, but 
more particularly because of its re- 
lationship to misuse of the speaking 
voice. Laryngologists have repeatedly 
pointed out four factors involved in 
patients with contact ulcer of the 
larynx: 

1. Vocal abuse is the chief etiologic fac- 
tor in the production of contact ulcer. The 
majority of patients reported in the litera- 
ture misused their speaking voices either by 
overuse in a profession requiring a great 
amount of talking or by a throaty method 
of phonation. 

2. The ulcer is commonly found on the 
vocal process of the arytenoid cartilage. 
Mirror laryngoscopy shows great contactual 
pressure at this point on phonation. This 
would indicate tension and increased effort 
in speaking. 

3. Absolute silence is the most important 
part of treatment advised by laryngologists 
and is necessary in all cases. 

4. Recurrence of the ulcer is not only 
probable following surgery, but also after 
a period of complete vocal silence if the 
patient resumes his former habits of vocal 
abuse. 


These were the factors which 
brought the investigator’s attention to 
contact ulcer of the larynx. 


PRE-JACKSONIAN DESCRIPTION OF 
SupERFICIAL LARYNGEAL 
ULCERS. 


Although Jackson (7) first des- 
cribed contact ulcer in 1928 and 
did much to popularize it as a dis- 


*Georgiana Peacher (Ph.D., Northwest- 
ern) is Director of the Speech Clinic, 
Neuro-Physical Rehabilitation Clinic, Phil- 
adelphia. This article is from a doctoral 
dissertation written at Northwestern Uni- 
versity under the direction of Prof. Clar- 
ence T. Simon. 


Georgiana Peacher* 


tinct clinical entity, reports undoubted- 
ly representing this condition appeared 
earlier in the literature. As so often 
happens, however, contact ulcer was 
not entirely distinguished from other 
laryngeal pathologies. Such is the case 
in the account given by Virchow (16) 
in 1858 where the differentiation be- 
tween pachydermia laryngis and super- 
ficial ulceration was not designated 
clearly. The former is occasionally as- 
sociated with ulceration as the result 
of edema, hypertrophy, and fibroma. 


Norton (12) in 1870 reported a sim- 

ple ulceration of the vocal cords which 
simulated closely that noted by Jack- 
son as contact ulcer. He gave the fol- 
lowing account : 
_ There are many cases of simple ulcera- 
tion of the larynx in which symptoms are 
induced precisely similar to those due to a 
deposit of tubercles . . . this ulceration of 
the larynx may without proper remedies 
remain persistant for an indefinite period. 
There is, as a rule, no pain accompanying 
ulceration of the larynx. There is more or 
less constant cough. Blood is_ frequently 
spat up with the cough. The voice is often 
altered considerably. It may be soft and 
whispering, from thickening on one or both 
sides of the false vocal folds; or on the 
contrary, it may assume the rough hacking 
character from the inability of the patient 
to regulate the action of the true vocal 
folds. 

Various types of laryngeal ulcers 
were described by Seiler (14) in 1882. 
Two of the conditions evince charac- 
teristics corresponding to contact ul- 
cer. One type was termed erosion 
glandulaire by the French authors and 
was said to arise from the suppura- 
tion of the follicles of the larynx. 
Seiler stated that the ulcerations oc- 
curred at the points where the laryn- 
geal mucous membrane is exposed to 
a great deal of friction. These abra- 
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sions of the epithelium were occasion- 
ally covered with purulence, but did 
not penetrate below the epithelial lay- 
er. No cicatrix remained after healing 
. had taken place. At that time Seiler 
said that many authorities denoted 
these erosions as ulcers while others 
did not consider them as such. The 
other type of laryngeal ulcer described 
in this article was termed catarrhal 
ulcer. These small, round or lenticular 
ulcerations accompanied cases of 
chronic catarrhal laryngitis. They were 
deeper than the erosion glandulaire 
and were usually covered with whitish 
purulent material. Their edges were 
not raised above the level of the mu- 
cous membrane and they also healed 
without leaving a cicatrix. Jarvis and 
3osworth, in a discussion printed at 
the conclusion of Seiler’s article, dif- 
fered with this author as to whether 
this latter condition should be called 
an ulcer. They defined an ulcer as a 
necrosis and disintegration of tissue 
with progressive waste. Further in a 
true ulcer the progressive ulcerative 
process would not have ceased with 
its removal and the tissue also would 
not have healed without cicatrix. Jar- 
vis insisted, therefore, that the catar- 
rhal ulcer should not be called by that 
term. The definition given the latter 
by Seiler was, “an ulceration attacking 
the mucous membrane and encircling 
the epithelial structures extending even 
to the basement membrane. It is not 
the deep ulceration of the specific ul- 
cer.” Seiler also mentioned an ulcer 
produced by traumatism, but did not 
explain further. Miegeuille (11) and 
Frankel (3) reported similar super- 
ficial ulcerations of the vocal folds. 

Davis (1) in 191% and 1918 des- 
cribed symmetrical ulcerations of the 
vocal folds with the formation of 
granulation tissue. Sir St. Claire 
Thompson in the discussion following 
the report (1) stated: 

With regard to the above case of sym- 
metrical ulceration of the vocal cords, I 
have watched such a case three or four 
years and try to get at the cause—whether 
syphilitic, tubercle, nose trouble, tobacco, 
alcohol—but found noting to account for 
it. 


In reply to Thompson, Davis an- 
swered the following: 

. there is no doubt about the presence of 
the ulceration. I have treated it by remov- 
ing the granulation tissue and applying 
tincture of iodine, and the ulceration is now 
healing. One occasionally sees such a case 
as this where there is no evidence of either 
tuberculosis or syphilis and which does not 
respond to treatment. The case has been 
attended since 1916, and is only just begin- 
ning to improve. 

This and previous accounts of super- 
ficial ulcerations of the vocal cords 
may have suggested the same entity 
which Jackson clearly defined and 
placed in a separate and distinct class 
to explicitly differentiate it from other 
laryngeal pathologies. These earlier 
commentaries, however, were ill-de- 
fined with no imprescriptible specifica- 
tions in regard to location of the lesion, 
its pathology, signs, symptoms, treat- 
ment, etiology, differential diagnosis, 
course and prognosis. 


Jackson’s DESIGNATION OF CONTACT 
Uncrr as A Cuinicay Enriry. 

It was not until 1928 that this 
superficial ulceration of the vocal 
folds was fully distinguished from 
other laryngeal conditions. At that 
time Jackson (7) published his first 
paper on contact ulcer in which he 
presented typical signs and symptoms. 
He presented the following definition 
of this new clinical entity : 

Contact ulcer is the name I have given to 
superficial ulceration occurring on one or 
both sides of the larynx posteriorly, the 
ulcerated surface coming in contact with 
that of its fellow on the opposite side, the 
latter being “ulcerated or not, according to 
whether the ulcer is monolateral or bilat- 
eral. 

Jackson claimed that heretofore 
these lesions were frequently over- 
looked altogether in the milder cases 
or mistaken for tuberculosis or malig- 
nant disease in the case of larger 
lesions. He stated that superficial ero- 
sions were not uncommon in chronic 
laryngitis, but the unique ulcerative 
lesion, contact ulcer, deserved a special 
designation and a particular recogni- 
tion. 
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DescripTION oF Contact ULCER 
OF THE LARYNX. 

Such factors as signs, symptoms, 
and etiological concepts are indica- 
tive of the description of contact ulcer 
and its significance as a distinct clinical 
entity. 

1. Signs 

On indirect laryngoscopy, a tiny 
point denoting the ulcer is seen on 
edge, involving the almost perpendicu- 
lar internal surface of the arytenoid 
cartilage. (See Fig. 1.) The lesion is 
exposed to view during respiration, 

















Fic. 1. Indirect laryngoscopic picture of 
contact ulcer of the larynx. 


but on phonation its internal surface 
is in contact with the internal surface 
of the opposite arytenoid eminence 
which may or may not be ulcerated. 
The ulcer itself, therefore, cannot be 
seen on phonation, but one can ob- 
serve the thickened.border of the mu- 
cosa superior to the lesion. The border- 
ing mucosa is inflamed. Sometimes the 
edges of the ulcer are the same color 
as the surrounding mucosa. Granu- 
lomas formed from the granulation 
material are sometimes seen in the bed 
of the ulcer, though, in most cases, it 
is only epithelialized. Occasionally bi- 
lateral co-apting granulomata have 
been observed. Grossly, the tissue is a 
mass of about 2-8 mm. in diameter. 
2. Symptoms 

Hoarseness is the chief symptom of 
contact ulcer. The degree to which the 
voice is impaired varies from an ex- 
tremely slight huskiness to an intense 
hoarse quality. This is accompanied by 


a constant desire to clear the throat. 
Pain occurs very infrequently. When 
it does present itself, it sometimes 
radiates to the ipsilateral ear. It is 
manifested usually as a slight stinging 
or tickling sensation. Infrequently, it 
assumes a sharp and stablike character. 
Patients report that the hoarseness in- 
creases after continued vocal usage and 
at this time a tired or aching feeling is 
apparent in the throat. Occasionally, a 
tenderness is present upon external 
laryngeal pressure. Coughing is usual- 
ly present, though Jackson believes 
that this reflex is not excited by the 
ulcer per se. Some’ patients are awak- 
ened during the night by coughing and 
choking with an overflow of oral se- 
cretion into the larynx. 


3. Incidence 

Because hoarseness is often the only 
symptom present in contact ulcer, it 
may be conjectured that most cases do 
not reach the laryngologist. Further- 
more, since many patients present such 
minute lesions, the general physician 
often disregards the condition. These 
factors connote the difficulty of estab- 
lishing the incidence of contact ulcer. 
It is not as rare, however, as early in- 
vestigators believed. Increasing num- 
bers of cases are being observed due 
to its popularization as a clinical en- 
tity. Jackson in 1928 (7), presented 
217 cases. In 1942 (8) he added 82 
cases making a total of 299 cases ob- 
served by one laryngologist alone. 
These data would indicate that the 
lesion is not uncommon. Thomas (15) 
does not regard the condition as a rar- 
ity. He stated that two or more cases 
are observed every year during oto- 
laryngological practice, the milder 
cases being overlooked. Undoubtedly 
in future years it will be considered a 
common clinical entity. 


4. Etiological Concepts 

a. Misuse of the voice. Vocal abuse 
and overuse of the voice are the chief 
etiological factors according to the 
literature. Jackson emphasized that the 
location and evident contactual pres- 
sure observed in the mirror during 
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phonation were in favor of this theory. 
Further evidence demonstrates that the 
condition is common in those who use 
their voices excessively and cure is 
usually impossible without vocal rest. 
All post-Jacksonian researchers have 
referred to vocal misuse as the cause 
and added that a throaty type of pho- 
nation increases the ill effect. 

A striking example exhibiting the 
salient characteristics of a person who 
had developed contact ulcer was re- 
ported by Haregup (5). The descrip- 
tion is as follows: 

He was a sixty year old president of a 
large industrial concern. He had never suf- 
fered from anything and felt himself in 
full vigor. He caught cold the previous 
week and his voice became literally rusty. 
There was a strong inclination to clear his 
throat No pain was present. Only occasion- 
ally did he drink alcohol and he smoked 
only moderately. Throughout his business 
life he had to confer with others in his 
industrial concern in the noise of the ma- 
chines. His wife was so deaf that she could 
hardly hear. There was, consequently, a 
considerable demand on his voice both at 
business and at home. He was quite talka- 
tive and spoke with a powerful voice. Upon 
laryngoscopy, a superficial ulceration was 
present and diagnosed as contact ulcer. 

b. Direct mechanical cause. The 
constant hammering of one arytenoid 
against the other is the chief mechani- 
cal cause. The ulcerations and necrosis 
are usually located on the vocal pro- 
cess of the arytenoid cartilage. Both 
are commonly associated with vocal 
abuse. The mucosa is constantly trau- 
matized in a manner which Jackson 
metophorically described as being be- 
tween the hammer and anvil. Epithelial 
compression accompanies this process 
and results in necrosis and secondary 
infection. Once the margin of the vo- 
cal process becomes necrotic certain 
factors perpetuate the destruction of 
tissue. These are: (1) the roughened 
surfaces. of the cartilage become po- 
tentially a greater traumatic agent. 
(2) necrotic cartilage is very slow in 
its reparative process, and (3) the 
surrounding ulcer cannot heal until 
after resolution of the necrotic carti- 
lage. Restorative processes are re- 
tarded by exuberant, flabby granula- 





tions that persist so long that they be- 
come epithelialized and more or less 
organized. Then they constitute granu- 
loma. 

c. Age. Of all the cases of contact 
ulcer observed in the literature only 
one child, a boy of ten years, had de- 
veloped this condition. It is, therefore, 
a disease of adult life. The average 
age is 50. 

d. Sex. Sex constitutes a factor in 
the etiology. Most all cases observed 
have been men. In Jackson’s records 
in which sex was indicated in 106 
cases, there were 8 women and 98 
men. He stated a related factor is that 
males use a ‘throaty’ voice whereas 
females seldom use this method. Other 
possible related factors which occur 
more frequently in males are: (1) 
more violent vocal efforts, and (2) 
more frequent use of alcohol and to- 
bacco. 

e. Occupation. The patient’s occu- 
pation has a bearing on the etiology. 
Especially is this true in connection 
with a requisite of excessive use of 
the voice. Dust and certain atmos- 
pheric conditions are irritating to the 
laryngotracheal mucosa and are in- 
cidental to certain occupations. This 
may be important etiologically, but as 
far as the present clinical data are 
concerned, they are not indicated. 

f. Focal infections. Suppurative 
foci could be a contributory factor if 
they were present. These would in- 
clude infections of the teeth, tonsils, 
sinuses, respiratory tract, gall bladder, 
urinary tract, etc. Jackson found dis- 
eased tonsils and chronic suppurative 
processes of the nasal accessory si- 
nuses in some, but not all instances. He 
commented that their absence in typi- 
cal cases would indicate that they are 
not essential etiologic factors. Peroni 
(13), however, found sinusitis in all 
of his 17 cases. 

Most all patients date the onset of 
their laryngeal symptoms from a cold 
or influenza. Jackson doubts the etio- 
logical significance of this because, in 
his clinical findings, patients with car- 
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cinoma of the larynx or recurrent 
laryngeal paralysis from aneurysm ex- 
press the same idea. The cough would, 
however, increase the traumata already 
in operation. 

Various organisms have been in- 
criminated in the bed of the ulcer. 
These are derived from the focal in- 
fections. They have not been proved 
a cause. Bacteriological specimens in- 
frequently showed Vincent’s organism, 
but it was missing in all but a large 
number of smears in studies made by 
Jackson (8). The largest group of or- 
ganisms found was spirochetes which 
when added to the number with Vin- 
cent’s organism were present in 85 per 
cent of the studies. Mixed pyogenic 
organisms were too few in number, 
except in a few cases in which there 
was an abundant flow of purulent ma- 
terial from associated pulmonary dis- 
ease. In those patients with tubercu- 
losis or syphilis, organisms from these 
diseases were not found in the sur- 
rounding area of the ulcer. 

Oral sepsis is a constant factor in 
all inflammatory diseases of the 
larynx. Jackson (8) stated that it was 
not conspicuously present in some 
cases of contact ulcer. 

g. Tobacco and alcohol. The smoke 
laden with empyreumatic oil of to- 
bacco and not the nicotine is the ir- 
ritating factor to the larynx. The et- 
fect of alcohol on the larynx is due to 
the vasodilation of the capillaries in 
the mucous membrane. Of over 200 
cases reported by Jackson (10) only 
about half admitted use of alcohol or 
tobacco. Only two were heavy smok- 
ers. Two used tobacco moderately and 
the others only occasionally. Four ad- 
mitted the use of alcohol irregularly 
while one said he was a heavy drink- 
er until 20 years ago. 

h. Cough. According to Jackson 
(9) cough may be a traumatizing fac- 
tor in the etiology of contact ulcer. 
Gerlings (4) reported a case record 
where whooping cough probably gave 
tise to the trauma producing contact 
ulcer. The patient was a 42 year old 


physician who contracted this disease 
from a child. Severe attacks of cough- 
ing began in early May with increase 
of symptoms after a meeting on May 
15, in a room laden with tobacco 
fumes. After June 5, prolonged laryn- 
geal spasms appeared ever after short 
coughing attacks as well as after 
speaking. Pain developed to the left of 
the larynx with radiation to the left 
ear. On June 10, laryngoscopy revealed 
a contact ulcer on the left vocal pro- 
cess. Thus, within a month and a half 
of severe coughing, enough trauma- 
tization occurred to produce the con- 
dition under discussion. 


Peroni (13) stated: ‘In tuberculous 
patients it is not uncommon to find 
chronic non-specific inflammation of 
the larynx produced by the trauma of 
coughing and by the passage of secre- 
tion full of pyogenic organisms.’ He 
presented a case of non-tuberculous 
contact ulcer in a patient with pulmo- 
nary tuberculosis. 


i. Chronic laryngitis. This condition 
has been present in some of the re- 
ported cases. When present, it may be 
considered an etiologic factor. 


j. Intratracheal anesthesia. Ferrior 
presented a case of this type. The 
patient, a female, aged 60, was re- 
admitted to the hospital six months 
after an operation was performed with 
intratracheal anesthesia. The chief 
complaint was intermittent hoarseness 
beginning early in the postoperative 
course. Laryngoscopic examination 
showed a contact ulcer involving the 
right vocal process. Ferrior (2) con- 
cluded: 

It seemed reasonable to assume that there 
were three factors in the pathogenesis of 
this contact ulcer. First, the intratracheal 
cannula produced a break in the delicate 
mucous membrane overlying the vocal proc- 
ess of the right arytenoid cartilage. Second, 
the post-operative, postnasal discharge in- 
fected this area. Third, the patient, by the 
excessive use of her voice, produced the 
necessary “hammer and anvil” trauma of 
the approximating vocal processes, thereby 
preventing healing of the infected area. 

k. Avitaminosis. In a few cases 
avitaminosis was one of the causes. 
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Ficure 2. Longitudinal section of a vocal cord, low power view. The anterior two-thirds 
of the vocal cord and, posteriorly, the contact ulcer (A) are shown. ‘The section was 


made in the subglottic region; 


it shows no other pathologic change except in the mild 


degree of inflammatory infiltration in the region of the mucosal glands. A part of the 
cavity of the ulcer was occupied by the denuded vocal process of the arytenoid (B). 


5. Pathological Concepts 

No specific histological character- 
istics have been described. Signs of 
chronic inflammation with the ulcera- 
tive process have been commonly dem- 
onstrated. Bacteriologically, the lesion 
is infrequently associated with Vin- 
cent’s organisms. 

Due to the superficiality of the lesion 
on the vocal process of the arytenoid 
cartilage, it usually becomes necrotic. 
Granulations then form a thin layer 
in the bed of the ulcer. Chronic non- 
specific granulomas are apparent at 
biopsy. These processes are localized 
to a small area and do not tend to 
metastasize. Edema of the arytenoid 
eminence of the aryepiglottic fold, 
therefore, is rarely observed. No cases 
have been reported where metastases 
has involved the crico-arytenoid joint. 


Peroni (13) observed two cases 


from the pathologic point of view, 
typical contact ulcers being found in- 
cidental to autopsy in patients dying of 


pulmonary tuberculosis and carcinoma 
of the stomach respectively. These 
present a pathologic demonstration of 
the correctness of the original observa- 
tions of Jackson on this condition. 


In the first case, the following path- 
ologic report was given: 


Grossly, the anterior two thirds of the 
vocal cords seemed normal, and no patho- 
logic change was noted in the posterior 
commissure. In the region of the arytenoid 
process on each side there was a symmetri- 
cal excavation about 3 mm. in length and 
about 2 mm. in depth; the edge of the ulcer 
was irregular. In the bed of the ulcer there 
emerged the vocal process of the corre- 
sponding arytenoid cartilage. No accumu- 
lated exudate was seen in either excava- 
tion. Histologic examination of the longi- 
tudinal sections of each vocal cord, .includ- 
ing the ulcerated portion, showed no great 
degree of pathologic change on the two 
anterior thirds of the cord; there was a 
mild inflammatory infiltration around the 
mucosal glands in the subglottic region. On 
the posterior third near the arytenoid car- 
tilage there was an excavation reaching into 
the cartilage itself, so that the vocal process 
lay bared in the cavity of the ulcer. The 
walls of the cavity were composed of gran- 
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ulation tissue having the usual appearance 
of chronic inflammation but without any 
epithelial proliferation. The inflammatory 
wall was about 1 mm. in thickness and 
showed no tuberculosis characteristics. A 
slight degree of inflammatory infiltration 
was noted between the muscular fibers at 
the periphery of the ulcer. The vocal proc- 
ess of the arytenoid cartilage which pro- 
truded in the bed of the ulcer showed su- 
perficial necrosis. 

The second case observed by Peroni 
presented endolaryngeal pathologic 
conditions grossly similar to those in 
the preceding case. Histologic exami- 
nation of a longitudinal section showed 
the cord, ulcer and arytenoid cartilage 
(See Figs. 2 and 3.) The low power 
field (Fig. 2) showed a mild degree 
of inflammatory changes in vicinity of 
the glands in the subglottic mucosa. 
The ulcer was seen in the vocal pro- 
cess with superficial erosion of the 
arytenoid cartilage. The walls of the 
ulcer bed were made up of chronic in- 
flammatory tissue with areas of ne- 
crosis. Granulation tissue was evident 


at the periphery with similar changes 
extending into the muscular fibers of 
the cords. 

In conclusion, Peroni stated: ‘... it 
seems probable that the necrosis was 
a primary process. It seems probable, 
however, that the perpetuation of the 
disease and its chronicity were due to 
the necrotic condition of the cartilages 
at the tip of the vocal processes, pro- 
ducing trauma during every phonatory 
act.’ 


6. Diagnosis 

Direct and indirect laryngoscopy 
are usually sufficient means for diag- 
nosis. In excising the granuloma with 
forceps there is no sensation of hav- 
ing grasped anything or having a pull- 
ing sense on withdrawal. This is a 
contrast with the feeling imparted in 
other conditions as pachydermia 
laryngis where the tissue is more firm. 
If there is a question as to diagnosis, 
biopsy is performed. No harm results 
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Ficurt 3. Higher magnification of section shown in Figure 2. The histologic character of 
the contact ulcer of the larynx (A) is shown clearly. The walls of the ulcer were 
covered with chronic inflammatory infiltration with superficial necrosis. The vocal 
process of the arytenoid cartilage was denuded and projected into the cavity of the 
ulcer; it also was superficially necrotic (B). 
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in removing a very small amount of 
the extreme tip of the process. It may 
even promote healing. 


7. Differential Diagnosis 

Contact ulcer has frequently been 
mistaken for other laryngeal diseases. 
It should be differentiated from malig- 
nancies, tuberculous, and luetic pro- 
cesses, pachdermia laryngis, papilloma 
and other benign neoplasms. 

a. Malignant neoplasms. These may 
be excluded readily by biopsy. Car- 
cinoma, sarcoma, and endothelioma do 
not resemble contact ulcer in most 
cases. There have been a few in- 
stances, however, that do suggest ma- 
lignancy, although necrosis at the tip 
of the vocal process does not occur 
(as in contact ulcer) until its course 
has so far progressed that the ap- 
pearances are unmistakably those of 
a cancerous growth. An earlier symp- 
tom of neoplasm differing from con- 
tact ulcer is a slight impairment of the 
vocal cord on the affected side. Later 
symptoms and signs of malignancy 
differing from ulceration are aphonia, 
dysphagia, dyspnea, fetor, hemorrhage, 
salivation, lymph node involvement, 
cachexia, an immovable vocal cord, 
and metastases. , 


b. Tuberculous ulcers. The picture 
of these ulcers does not resemble that 
of the contact variety. The lesions are 
usually located on the squamous 
epithelium of the vocal cords and pro- 
cesses, but may metastasize to the ven- 
tricular bands, arytenoids, or to the 
base of the epiglottis. The ulcerations 
begin superficially and may later ex- 
tend to the cartilages with a purulent 
discharge. They may be discrete or 
confluent, single or multiple, on one or 
both sides and are not confined to a 
limited area. There is a pallor of all 
surrounding areas associated with 
tuberculosis. Histologic examination 
showed the contact ulcer to be unin- 
volved in the tuberculous process. 
Jackson also had a few instances of 
this type with associated adjacent 
tuberculous lesions. In all cases biopsy 
established the correct diagnosis. 


c. Syphilitic ulcers. Serology is 
positive in all cases. The appearance 
of luetic processes differs from contact 
ulcers. The latter remain stationary for 
a long period of time while the former 
progresses rapidly. The distinguishing 
features in syphilitic lesions not 
present in contact ulcers are: (1) uni- 
lateral or bilateral paralysis, (2) the 
cartilage in the ulcer bed may be 
necrosed and the seat of suppuration, 
(3) the anterior part of the larynx is 
most frequently involved, (4) hemor- 
rhages sometimes occur, and (5) 
gummata may form in the late stages. 

d. Pachydermia laryngis. The mild- 
est and most frequent form which has 
been confused with contact ulcer is 
pachydermia laryngis. It differs in 
gross and histologic appearance. There 
is a thickening and loosening of the 
epithelium of the interarytenoid and 
vocal folds with large pachydermia 
growths in the interarytenoid space. 
The tissue gives a firm appearance on 
phonation. No ulceration or erosion is 
apparent. Palpation with forceps easily 
distinguishes these conditions as previ- 
ously noted. 

e. Benign neoplasms. These tumors 
closely resemble the granulomas which 
sometimes form in the bed of contact 
ulcer. They may be excluded if seen 
on the anterior third of the vocal folds 
or at the anterior commissure. Biopsy 
will differentiate these conditions from 
ulceration. 


Table 1 may be of value in dif- 
ferential diagnosis. 


8. Present Treatment 

All observers stress complete vocal 
rest from six months to one year or 
longer as the fundamental treatment. 
The patient is not allowed to whisper 
and must write all he has to say. Jack- 
son allows from 15 to 20 words spoken 
a day during this time in a quiet place 
in a low tone to keep the laryngeal 
muscles from atrophying. The number 
of words is gradually increased dur- 
ing the last few months. 

A warm, moist, sea shore climate is 
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Tasie 1. Differential diagnosis. 
Signs, Symptoms ‘ Pachydermia 
and Tests Contact Ulcer Carcinoma Tuberculosis Syphilis Laryngis Papitloma 
Hoarseness Early Early Early Early Early Early 
Aphonia Rare Late Late Late Rare Late 
Early Pain Very Rare May Occur Rare Frequent Rare Rare 
Late Pain Rare Very Often Frequent Frequent Rare Rare 
Dysphagia Rare Early Early Early Rare Rare 
Odynophagia Rare Early Late Late Rare Rare 
Bacteria Spirocheta ? Tubercle Spirocheta 
Bacilli Pallida 
Presence of 
Sputum Rare Rare Present Rare Rare Rare 
Lungs Negative Negative Pulmonary Negative Negative Negative 
' Tuberculosis 
Blood 
Wassermann Negative Negative Negative Positive Negative Negative 
Spinal Fluid 
Wassermann Negative Negative Negative Positive Negative Negative 
Roentgenogram 
of Lungs Negative Negative Positive Negative Negative Negative 
Biopsy Spirocheta Carcinoma Tubercles Gummata Pedicle or 
Sessile 
advisable. This climate is beneficial with hugh sloughing areas, perichon- 


for these patients because of the 
breathing in of the ozone, chlorine, 
and vapor of salt water, all warmed by 
sunshine. Jackson suggests a sea voy- 
age as a good plan. On shipboard, the 
patient can keep to himself without 
making any new acquaintances and 
thus keep the required silence. At the 
same time, he would have the benefit 
of the sea air. 

Oral hygiene is indicated on general 
principles. Infected foci in sinuses, 
tonsils, or teeth must be eliminated. 


Surgical treatment is used in most 
cases. The granuloma is excised with 
cupped forceps flush to the surface. 
Sometimes removal of the necrotic tip 
of the vocal process of the arytenoid 
cartilage will promote healing. Curret- 
age is a less desirable form of surgi- 
cal treatment. 

Jackson advises against cautery in 
removing the granuloma due to the 
superficial character of the lesion, the 
proximity of the crico-arytenoid joint, 
and the delicate layer of tissue cover- 
ing the perichondrium of the arytenoid 
cartilage. Cases have been observed 





dritis, and stenosis as the result of 
indiscriminate use of this method. _ 

If avitaminosis is present, a large 
excess of vitamins in the diet promotes 
healing, but does not obviate the neces- 
sity for the regime of silence. 


Howard (6) advocates fulguration 
and electrocoagulation of contact ul- 
cers. He states: ‘The healing of the 
perichondrium and infected vocal pro- 
cess is very slow and is generally re- 
tarded by exuberant, unhealthy granu- 
lomas which must be removed in one 
way or another.’ Howard found that 
in most cases only two or three ful- 
gurations at three or four week inter- 
vals with several weeks of strict si- 
lence were necessary. No follow-up 
was given. He commented that contact 
ulcer was generally caused by trauma 
of transitional mucous membrane over 
the vocal processes, due to abuse of 
the voice. 

Local medicinal treatment is con- 
traindicated. Silver nitrate is extreme- 
ly harmful. Autogenous vaccines pre- 
pared from smears taken from excised 
ulcers seemed beneficial in a few cases. 
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9. Course and Prognosis 

The course of contact ulcer is in- 
determinable. After surgery and a 
period of complete vocal silence, the 
ulcerated bed may heal without cica- 
trix. Recrudescence is likely, how- 
ever, if former habits of vocal produc- 
tion are resumed. If these vocal abuses 
are continued, permanent impairment 
will ensue. Energetic, ill-advised treat- 
ment is usually followed by edema, 
loss of cartilage, impairment of the 
arytenoid joint and increased hoarse- 
ness. 

It is a possibility that carcinoma of 
the larynx will develop if the patient 
continues to misuse his voice. ‘Two 
cases have been reported by Jackson. 


10. Association with Other Diseases 

Contact ulcer has occurred in pa- 
tients with general infectious diseases 
such as tuberculosis, but the former 
was never affected itself by the tuber- 
cular process. One case was reported 
with syphilitic ulceration of the velum. 
Other associated diseases have been 
chronic laryngitis, tracheitis, sinusitis, 
and tonsillitis. 


SUMMARY 

Contact ulcer is a disease of the 
larynx proffered as a clinical entity 
in 1928. It is characterized by typical 
signs and symptoms with a definite lo- 
cation, etiology, pathologic process, 
and an indeterminable duration. 

The lesion is most frequently over- 
looked altogether. When seen, invari- 
ably it has been mistaken for other 
laryngeal entities. 

Vocal abuse appears to be the ex- 
citing cause. It is perpetuated by ne- 
crosis of the tip of the vocal process 
of the arytenoid cartilage located in 
the bed of the ulcer. 

Diagnosis is easily made by mirror 
and direct laryngoscopy. Biopsy ‘may 


be necessary to exclude other laryngeal 
pathologies for a final diagnosis. 
Present treatment indicates cure is 
not possible without a long period 
of complete silence. Surgery often 
facilitates the reparative process. 
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A Preliminary Investigation 
In the Testing of Lip Reading 


Achievement 


HIS STUDY was suggested to 

the author on reading Pintner’s 
(7) statement in The Psychology of 
the Physically Handicapped concern- 
ing the place of speech and lip read- 
ing training in the education of the 
deaf : 


Speech and lip-reading are of great im- 
portance in the education of the deaf. Much 
time and effort in all schools are devoted to 
them. So far, however, no adequate means 
have been devised to measure achievement 
in those two fields. The difficulty of con- 
structing objective measures of achieve- 
ment is obvious. A standard objective test 
of lip-reading must be one that can be pre- 
sented to all chiidren under exactly the 
same conditions . . . it would seem as if a 
standardized series of motion pictures of va- 
rious faces speaking standardized sentences 
or paragraphs might form a possible scale 
for lip-reading ability. 

Mason (5), in an article describing 
work done at Ohio State University 
with motion pictures, says: 

The ability of the deaf to communicate 
with others in the social and economic 
world by a visual understanding of speech 
provides the deafened person with one 
means of communication. There is need for 
an objective measurement of visual-hearing 
comprehension which will answer the ques- 
tion ‘how much’ no matter how often the 
test is given or by whom it is scored—it 
must tell also how one person rates in com- 
parison to another. 

In a later article (3), Mason states 
that she knows of no standard scale 
for the measurement of a subject’s 
ability in visual comprehension of au- 


dible speech. 
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Before a standardized achievement 
test can be constructed, it is first 
necessary to make an exploratory ven- 
ture into the field in question. This 
study, therefore, is a preliminary ex- 
perimental attempt to investigate the 
feasibility and practicability of con- 
structing an achievement test in lip 
reading for deaf children. 


The first attempt at the objective 
measurement of lip reading, ability 
among the deaf was made by Day and 
Fusfeld (1) in 1928. Four sets of 
sentences were devised and read to the 
pupils who were instructed to write 
down exactly what they could lip read. 
One set was read by the teacher and 
another by the field agent conducting 
the survey. This allowed for a com- 
parison between the scores obtained 
on the tests given by the teacher, fa- 
miliar to the children, and those given 
by an outside examiner. The mean 
scores obtained on the tests given by 
the teacher were higher than the mean 
scores achieved under the examiner. 
The results of this type of test for 
different pupils or schools cannot be 
compared since, in order to obtain 
usable results, it is obvious that tests 
must be applied by the same individual 
throughout. However, we may also 
note that an individual does not speak 
precisely the same way all the time so 
that using the same speaker is no guar- 
antee of uniformity in presenting lip 
reading tests. 

In order to avoid this difficulty, sev- 
eral attempts to use motion pictures 
for the testing of lip reading have ap- 
peared in recent years. In 1932, Mason 
(4) reported preliminary experiments 
with motion pictures for teaching and 
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testing lip reading. A series of 24 
words testing for word accuracy and 
initial consonant accurdcy and of 
twelve words testing for vowel ac- 
curacy were assembled. While being 
photographed with a motion picture 
camera, speakers of different nationali- 
ties pronounced these series of words. 
The motion pictures were then shown 
to groups of university students of 
visual-hearing experience ranging 
from those who had received no train- 
ing to those who had completed half 
their university work. The study was 
undertaken to investigate the factors 
making for difficulty in understanding 
speech movements visually. Hence, it 
also included the variations from the 
norm of the average cultured Ameri- 
can speaker which make for difficulty 
of speech interpretation. 

Perhaps the most extensive report 
published up to the present time on 
the use of motion pictures is that of 
F. and G. Heider (2) of the Psycho- 
logical Division of the Clarke School 
for the Deaf. They constructed tests 
consisting of series of words, phonetic 
combinations, sentences and _ stories. 
Motion pictures were taken and a 
teacher of lip reading at the Clarke 
School was the only speaker through- 
~ out. Scoring was as objective as pos- 
sible, being based on the number of 
items reproduced. The results are di- 
rectly pertinent to this study. 

The intercorrelations for the three 
tests devised ranged from .77 to .95. 
A group of children tested with Test 
I were given Test IIT five years later. 
The correlation for the two perform- 
ances was .72 + .05. For another 
group of children, the correlation for 
performances on Tests II and ITI, giv- 
en at intervals of one year, was 
.82 +.03. These correlations are sig- 
nificant and the authors conclude that 
lip reading ability does not change 
with time insofar as group ranking is 
concerned. Chronologica] age was con- 
sidered synonymous with years of 
training and the correlation between 
this factor and scores on Test III was 


19 +.08. Yearly progress was very 
small in comparison with the range of 
scores. The authors conclude that there 
is little progress in lip reading above 
a certain point in age and training. 
Also, a fairly high but not too sig- 
nificant correlation of .54 +.06 be- 
tween lip reading and Stanford 
Achievement scores was obtained. 


STATEMENT OF PURPOSE 

The problem facing the lip read- 
ing teacher today is lack of a stand- 
ardized lip reading achievement test. 
If it were possible to standardize 
such a test, the educator of the 
deaf would have a means of obtaining 
objective, de penda ble information 
about the ability of individuals and of 
groups. Such a test would provide 
definite standards of attainment, an 
accurate measurement of progress, and 
a dependable measure of efficiency of 
instruction. 

It is the purpose of this study to 
discover, if possible, whether or not 
lip reading and the learning of lip 
reading are phenomena which will lend 
themselves to the type of measure- 
ment described above. 


Construction of the Test 

For the purpose of this study, a 
lip reading test was constructed for 
presentation to deaf children. Motion 
picture film was used because it pre- 
sented the most uniform medium avail- 
able for the tests. Three forms similar 
in content and structure were first 
devised. Each form consisted of five 


parts: 
1. a series of 17 vowels and diph- 
thongs 


a series of 11 consonants 

a series of 10 unrelated sentences 
a series of related sentences tell- 
ing a story 

a short story at the end of which 
were four questions the sub- 
jects were to answer. 


In each form, the speaker presented 
the vowels in the following way: 
‘One—my sound is i; Two-my sound 
is a’ (or whatever the sound happened 


AS 


on 
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to be). This sam:e procedure was fol- 
lowed for the consonant sounds 
except that the vowels were pre- 
sented in isolation and the con- 
sonants were followed by [i], [a], 
and [ul], respectively. 

The unrelated sentences were spok- 
en with their numbers preceding them. 
The related sentences were spoken one 
after the other. The short story was 
read through and the questions at the 
end were asked cone after the other. 

In selecting the material we were 
careful to use language below what is 
ordinarily considered fourth grade 
level. The sentences and stories were 
selected from lip reading texts with 
which the author was familiar. They 
were selected for their simplicity and 
for the wide variety of sounds con- 
tained (6, 8, 9). 

The persons selected as speakers 
were students in the Department of 
Speech at the University of Wiscon- 
sin. The first speaker was a graduate 
student of Chinese heredity who had 
been educated in American Schools 
in Hawaii, where she had also done 
her undergraduate work. The second 
was an undergraduate man from Wis- 
consin and the third was a graduate 
woman from New York City. Each 
speaker was given a form of the test 
with which they were to become fa- 
miliar enough so that the filming 
would go smoothly. 

Type A 8mm Kodachrome film was 
used. Colored film made the situation 
as natural as possible. Only the lower 
three-quarters of the face and the up- 
per part of the shoulders were photo- 
graphed. This made the articulatory 
factor prominent in the test and ex- 
cluded all other factors making for 
comprehension in lip reading. In 
photographing the speakers, appropri- 
ate pauses were left in the film after 
each sentence so that there would be 
sufficient warning to stop the projec- 
tor before the intervals where the chil- 
dren were to write their answers. 


The Subjects 
Sixty-two girls from the Lexington 





School for the Deaf in New York City 
and 37 girls from the State School 
for the Deaf at Delavan, Wisconsin, 
were selected for the experiment. Both 
schools are residential and the chil- 
dren to be tested were chosen by their 
teachers as having the necessary lan- 
guage ability. In all cases, the hearing 
loss occurred so early and was so 
severe that neither of these factors en- 
tered into the situation. 

The Testing Situation 

The children from the Lexington 
School for the Deaf were tested in 
groups of about twenty. First, they 
were shown a short film that was not 
related ta the test. This enabled the 
teachers to arrange the children so that 
all could see the screen clearly; it also 
served to condition the subjects to the 
colored motion picture. Before the 
tests were presented, the class teacher 
explained to the children, in the most 
expedient manner, what they were to 
see and what was expected of them. 
For the first part of each form, the 
children were provided with mimeo- 
graphed sheets containing key words; 
they were directed to underline the 
key word containing the vowel or 
diphthong spoken on the screen. 

After each sentence, the projector 
was stopped, the lights turned on, and 
the children given time to write their 
answers. Before the short stories, the 
teachers explained to the children that 
they were to be told a short story and 
that after each sentence of the story 
they were to write what they had read. 
Also the teachers told the children the 
name of the story and the names of 
the characters. 

At the School for the Deaf in Wis- 
consin, the test was given to the en- 
tire group at the same time. Identical 
procedure was followed, with a teach- 
er familiar to the children explaining 
the tests to them. 

Scoring the Tes?s 

In scoring, there was no attempt to 
assign different weights to the items. 
The credit allowed was one point for 
each correct vowel and consonant or 
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any correct homophenous substitution. 
The scores on isolated sounds were not 
included on the total score but were 
used merely in the statistical analysis. 
For the unrelated sentences and the re- 
lated sentences, one credit was given 
for each word correctly read. Also one 
credit was given for each correct an- 
swer to the four questions testing com- 
prehension at the end of each form. 


DaTa 

Description 

In this study, several variables 
which are easily accessible to the re- 
search worker and which are directly 
related to the learning of, and progress 
in, the usual academic subjects in the 
school curriculum were selected for 
consideration. Lip reading scores were 
gathered on 99 deaf children. All of 
these scores were used in some part 
of the study. There were four scores 
for each child: the total score, and 
the separate scores for each of the 
three forms. Teachers’ ratings as to 
lip reading ability were secured for 
97 of the subjects, chronological ages 
for 98 subjects, intelligence quotients 
for 58 subjects from the Lexington 
School for the Deaf, mental ages for 
57 subjects, and Stanford Achieve- 
ment grades for 35 subjects from Wis- 
consin. Since, in so many of the cases, 
hearing losses were almost total and 
the ages of the onset of deafness were 
so very early in life, these data were 
excluded from the study. 


Interpretation 

The correlations in this study were 
made to determine whether ability in 
lip reading can be predicted from 
measurements of a different nature 
that are available and related to learn- 
ing. 

Except for the slight differences 
that might result from the use of 
colored motion pictures in place of the 
living speaker, the test is considered 
valid in the sense that any lip read- 
ing situation is a valid one for testing. 
To insure standardized conditions for 
all of the subjects, three speakers with 


different educational training and who 
were members of distinct sectional 
milieus were chosen for the three 
forms of the test. The scores on each 
form were correlated against each 
other. The coefficients of reliability are 
shown in ‘l'able 1. 


TABLE 1. Coefficients of reliability found 
by correlating the scores of each test 
with those of the other two tests. 














Variables Coefficient S.E. 
Form A with Form B............ce0e000000 .82 .03 
Form B with Form C.... eed .84 02 
Form A with Form C..........:cccssceeeeee .83 .03 








First, the attempt was made to 
measure the accuracy with which skill 
in lip reading, as judged by the class 
teacher who was most familiar with 
the children, is related to scores on 
the tests. The ratings were from 1 to 
7, 1 meaning excellent, 4 average, and 
7 poor. Correlation indices were pre- 
pared of the sum of the scores on all 
three forms with the ratings given by 
the teachers. Then the correlations 
were found between the scores on each 
form and the teachers’ ratings. The 
results are shown in Table 2. 


TABLE 2. Correlations between the scores of 
each of the forms of the lip reading 
tests and the teachers’ rating of lip 
reading skill. 





+ 





Range of 


Variables No. of Cases Scores Ratings r S.Ew 





Score on A and 


teachers’ ratings........ 97 3-170 1-7 .53 .072 
Scores on B and 

teachers’ ratings........ 97 0-119 1-7 .46 .08 
Scores on C and 

teachers’ ratings........ 97 4-118 1-7 .53 .072 





Total Score and 
teachers’ ratings........ 97 11-873 1-7 .50 .076 








In each instance, the coefficient is 
more than three times the standard er- 
ror. Hence, it may be said that the 
ccefficients are not due to chance; but, 
since the level of the coefficients bor- 
ders on the line of what is generally 
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LIP READING 


accepted, the relationship has only 
minimal significance. 

Scores on the tests were correlated 
with the chronological ages of the sub- 
jects, which varied from 10 to 22 
years. As it is very difficult to deter- 
mine specifically how much lip read- 
ing training the subjects had received, 
the assumption was made that the 
number of years of exposure to lip 
reading varied directly with age. In 
almost every case, lip reading train- 
ing was begun at the time the child 
entered school, but it could not be de- 
termined how much training the chil- 
dren had received before entering 
school. The coefficient of correlation 
was only .186 + .09, showing very 
little predictive or causal relationship 
between amount of training and pro- 
ficiency in the test used. This correla- 
tion is comparable to that of .19 + .08 
found in a study of the same vari- 
ables made by the Heiders (2), at the 
Clark School for the Deaf. 

An almost complete lack of correla- 
tion was found between intelligence 
quotients and scores on the test. The 
I.Q.’s ranged from 71 to 167, r 
equalled .066. An index was then made 
of test scores and mental age (or level 
of mental maturity of the subjects). 
The coefficient was .169, which is in- 
significant. 

Stanford achievement scores were 
available on 35 subjects. The coefficient 
of correlation for these and the lip 
reading test scores was .288 + .15. 
This is lower than the coefficient of 
54 + .06 found by the Heiders at 
the Clark School (2) on the same 
variables. 

Finally, scores on the first two parts 
of each form, namely vowels and con- 
sonants, were compared with scores on 
the last three parts, continued speech. 
The coefficient of correlation was .375, 
which is too low for significance. 

The hypothesis made throughout the 
analysis was that the data were ex- 
plicable linearly. The Pearsonian 
product-moment formula was used 
throughout. 
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ConcLusIONS 

The reliability of the test of lip 
reading ability used in this study was 
determined by correlating the scores 
obtained on the three forms with each 
other. The coefficients are high and 
significant so it may be said that the 
test is fairly reliable. 

It was assumed that the differences 
between the live speaker and the speak- 
er on the screen are negligible, and 
hence that the test is valid. Also, al- 
though the coefficients of correlation 
between the test scores and teachers’ 
ratings are not high enough for pre- 
dictive significance, they show a posi- 
tive trend in support of the assumption 
of validity. 

The results of this study indicate 
low correlations approaching zero be- 
tween lip reading ability on the test 
used and other factors available to 
the educator. Frem these results, and 
with reference to the group of sub- 
jects studied, it is reasonable to con- 
clude that lip reading ability is not 
quantitatively correlated with, and 
cannot be predicted from, the length 
of training in lip reading, mental age, 
I.Q., and grade status, respectively. 

However, it must also be considered 
that in this study only one factor in 
the total lip reading situation, namely, 
articulation, was isolated and tested. 
It is very probable that movements of 
the lips and face, while being the most 
important single factor of the total 
stimulus in lip reading, assume this 
importance only when all other fac- 
tors are present. This may explain in 
part the fact that teachers’ ratings did 
not correlate more highly with scores 
on the test, ‘assuming of course that 
the teacher who trains the child and is 
most familiar with his ability is a valid 
judge. The point is that what the 
teacher probably rates is the child’s 
ability to take in all the stimuli—-arti- 
culation, gestures, bodily tensions and 
movements, and the general situation— 
and to relate each part to the whole. 
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SUGGESTIONS FOR FURTHER RESEARCH 


T IS VERY PROBABLE that the 
A test constructed for this study meas- 
ured only the more mechanical and ob- 
jective factors related to lip reading 
ability. A finer test is needed that will 
measure the more elusive and subtle 
factors (which both the hearing and 
the deaf use to gain meaning) if this 
is possible. Also, in this study the lan- 
guage ability of the subjects presented 
a continuous problem in that in sev- 
eral instances some of the children 
could lip read and understand what 
was being said, but, since they did not 
know the necessary written symbols 
and combinations, could not write the 
words. It was attempted to reduce the 
language ability needed to below 
fourth grade level. However, this ex- 
cluded measurement of the lip reading 
ability of those children below the 
language level of the present test and 
also excluded the possibility of meas- 
uring the children at younger ages 
when differences in mental maturity 
are greatest from year to year and 
learning takes place more rapidly. 
There is needed a finer, more dis- 
criminating test that can be success- 
fully administered without the need 
for so much language ability and at 
much younger levels. » 


Before attempting to construct an 
achievement test, it is necessary to de- 
termine whether or not norms, or per- 
haps levels of achievement, in the sub- 
ject in question can be established. 
Knowledge of the phenomenon of lip 
reading appears to be a sort of will- 
o-the-wisp that eludes objective study. 

If, as this study indicates, lip read- 
ing norms cannot be based on C.A., 
M.A., grade status or amount of train- 
ing, it is necessary to establish arbi- 
trary levels of achievement based on 
what is considered adequate lip read- 
ing ability for various life situations. 


This brings up many questions. 
What is adequate lip reading ability? 
Is it ever adequate? To what extent 
does it compensate for lack of com- 


munication through hearing? What 
amount of lip reading ability do hear- 
ing children have?? How does it com- 
pare with that of deaf children? What 
advantage has deafness given the deaf 
child over the hearing child in lip 
reading ability? What advantage does 
hearing give the hearing child over the 
deaf? What effect would equal 
amounts. of training have on both 
groups? These and many others are 
the questions that need answering in 
order to discover just what the ability 
to read lips is and what factors influ- 
ence it. 


*Form A of the test used in this study 


was given to a group of 60 hearing children 
with no lip reading training in Wisconsin 
High School. The range of scores was 
from 0 to 111. The range for the deaf 
group on the same form was from 3 to 170. 
The two groups were not equated but the 
scores made by the hearing group seemed 
to indicate that lip reading is used by most 
people in varying amounts. They also 
seemed to corroborate the conclusion that 
lip reading ability is not correlated with the 
length of training in lip reading. 
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Studies in Clinical Techniques 


HERE ARE various objections 

to the standard methods of test- 
ing ocular dominance. The various 
sighting tests, such as the question- 
naire asking which eye sights a gun, 
which eye uses the microscope, or the 
method of presenting a card to the 
case with a hole in it the size of a 
dime, or a hole in it the size of a peep 
sight, and asking the case to look 
through it, or having the case look 
through a small loop of wire, etc., 
have not proved consistently depend- 
able. Some of the inadequacies of 
these procedures have been due, among 
other things, to habit patterns, handed- 
ness factors, the fault of the examin- 
er in presenting the card to one side 
of the mid-line or the other, . not 
standardizing the testing conditions, 
failing to have the subject seated with 
both hands resting in equivalent posi- 
tions so that both hands have a chance 
to make the first lead (1), etc. The 
Parsons Manuscope Test (2, 78) suf- 
fers from the objection that fatigue 
supervenes and vitiates the test and 
there is no way for the examiner to 
control this factor. 

The simpler method, described be- 
low,-which was developed at the In- 
stitute of Logopedics, is probably as 
effective statistically as the standard 
methods, and permits more adequate 
control of the situation by the examin- 
er. 


PROCEDURE 
A portion of the case history 
form used at the Institute of Logo- 


* Martin F. Palmer (D.Sc., Michigan) is 
Director of the Institute of Logopedics, 
Municipal University of Wichita, Wichita, 
Kansas. This is the first in a series of ar- 
ticles discussing the clinical methods, exam- 
ination methods, and other matters devel- 
oped at the Institute of Logopedics. 





~ Martin F. Palmer 


pedics is devoted to determining 
the nature of handedness tendencies 
in the family tree, a history of the 
handedness choice in the case, and 
whether handedness has been changed. 
The test of ocular dominance to be 
described is only one of many tests of 
cerebral dominance which are current- 
ly being used in that clinic. 


The test is performed with a stand- 
ard head mirror. After making sure, 
in younger cases, that the child un- 
derstands the purpose of the head 
mirror and has no fear of it, the 
examiner adjusts the head mirror on 
his head so that he is looking through 
the peep-hole, as is customary in using 
this apparatus. Both the examiner and 
the child must keep both eyes open. 
The examiner is seated facing the 
child and at a convenient distance 
from him, about six to eight inches 
beyond the ‘child’s reach. 

The child is asked simply to point 
at the hole in the mirror. The examin- 
er then sights through the hole in the 
head mirror the line-up of the finger 
and the eye. It will be observed that 
in right-eyed cases, ordinarily, the 
finger will be in line with the right 
eye; in left-eyed cases, the finger will 
be in line with the left eye. The 
examiner’s hand is then placed in a 
vertical position back of the point- 
ing finger of the child, with the re- 
sult that the right eye or left eye, as 
the case may be, of the child is cut 
off from the vision of the hole in the 
head mirror, and the child is asked 
if he is still pointing at the hole. When 
he says ‘no’, he is then instructed to 
arrange his finger so that he is now 
pointing at the hole. The line of sight 
is now shifted to the other eye. The 
examiner now removes his hand from 
the line of vision and the case is asked 
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whether he is now pointing at the hole 
in the mirror. When he says ‘no,’ the 
examiner asks him to adjust his finger 
so that he is pointing, and it will be 
observed that in children with clear 
ocular dominance, the finger will 
switch back to the preferred eye. This 
test is usually confirmed. by having 
the child point with the other finger 
besides the one which he chose to con- 
duct the test. Alteration of the hand 
used in cases of definite ocular domin- 
ance, will not change the apparent 
ocular dominance. It will in children 
who are amphi-ocular. 

Occasionally a child will have 
learned to point so that his fist inter- 
feres. with his line of vision in rela- 
tion to his finger on this test, in which 
case the examiner takes the child’s 
finger in his hand and arranges it so 
that it is in line with one eye. He then 
asks the child whether he is now point- 
ing at the hole in the mirror. If the 
child says ‘no,’ he arranges the child’s 
finger so that it is in line with the 
other eye and again asks whether he is 
pointing at the hole in the mirror. The 
child is then allowed to point accord- 
ing to the procedure described in the 
preceding paragraph, and ocular do- 
minance is confirmed after this pro- 
cedure has been carried out. 


Discussion 

3y means of this simple proce- 
dure it is possible to determine, 
in definitely ocular dominant indi- 
viduals, the preferred eye with a 
minimum of time and disturbance and 
without the use of elaborate equip- 
ment. Clearly right-eyed or left-eyed 
children are very easily differentiated. 
Amphi-ocular children form, of 
course, a third category in which the 


finger is pointed almost on a line with 
the nose and both eyes seem to sight. 
By varying back and forth between 
the lines of sight, the examiner can 
usually determine, even in amphi- 
ocular children, that one eye is slight- 
ly dominant over the other. The re- 
port on such a case, however, is of an 
arbitrary’ nature and assigns the case 
to the amphi-ocular group. About 70 
per cent of the cases tested by this 
technique in the past ten years have 
appeared to be right-eyed. Exact sta- 
tistical determinations of the effective- 
ness of the test, as compared to other 
tests, have not been made. 


SUMMARY 


A simple test of ocular domi- 
nance, which is more effective than 
the usual tests, is presented, in which 
the examiner uses the head mirror 
and sights through the hole in the 
head mirror over the pointing finger 
of the case being tested to determine 
which eye is the dominant eye. After 
the case has pointed, sighting from 
one eye, the line of vision of this eye 
is covered and the case is instructed 
to shift the finger so that he is again 
pointing, lining up the other eye and 
the finger with the hole of the head 
mirror. The hand of the examiner is 
then removed from the line of vision, 
and it is observed that in right-eyed 
or left-eyed individuals the line of 
sight swings back to the preferred eye. 
An alternative procedure is suggested. 
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Reading and Arithmetic 
Abilities Associated with 


Speech Defects 


I HAS ALWAYS been of. interest 

to this writer to see in what ways 
speech handicapped students might be 
handicapped in other endeavors. The 
data below was compiled from the 
records of speech cases on which read- 
ing and arithmetic scores were avail- 
able. 

These cases were all given the Iowa 
Silent Reading Test and the Bruecker- 
Van Wagenen Arithmetic Test just 
prior to their entrance to high school. 
The ‘normal’ score, therefore, should 
have been 9.0. When these students 
entered the speech clinic, they were 
not’necessarily freshmen. We must as- 
sume, however, that their speech dis- 
order existed at the time they took 
the reading test. 


Charles E. A. Moore* 


The articulatory group consists of the 
usual sound omission and_ substitu- 
tion and lisping, as well as the oral 
inactivity and foreign dialect. The 
voice group includes the dysphonias, 
as well as the rhinolalias. The special 
organic group includes such types as 
the maxillo-facial, cleft palate, chorea, 
etc. The median I.Q. of these cases 
was 108 as compared to the school 
median of approximately 106. 

A summary-of these cases is shown 
in Table 1. From these data it 
would appear that these 236 cases, as 
a whole, are not deficient in reading 
ability. It is to be expected, of course, 
that the last two groups would show 
retardation. The hard of hearing per- 


TasLe 1. Distribution of reading scores of 236 speech handicapped ll school students. 











Speech Disorder No. of Cases 
a eee — === 
Articulatory 4 ? ; | 123 
| RE Are , : 25 
Voice.......... , ; 65 
Special organic : 17 
Speech of the hard of hearing 5 


Speech of the feeble-minded 


= 





Totals ; ; 236 





The cases involved were grouped 
into as few categories as possible. It 
did not seem necessary to make long 
subdivisions for this particular study. 
*Charles E. A. Moore (Ph.M., Wiscon- 
sin) is Director of the Speech Clinic of the 
Proviso Township High School at May- 
wood, Illinois. 











Scores on Iowa Silent Median of Last 
Reading Test | Four Entering 
Classes @ 
“tbh Median 
4.2—12. + 9.6 pr 
7.2—12. + 9.8 
6.1—13.+ | 9.2 
4.8—12.+ 9.2 | 
4.9— 8.2 5.8 | 
4.1 4.1 | 
4.1—12. + 9.4 9.4 














son has long been recognized as being 
severely handicapped in language de- 
velopment. The scores on this group 
of hard of hearing students are prob- 
ably somewhat invalidated by the fact 
that the tests used were language tests, 
instead of non-language tests. Certain- 
ly a severely hard of hearing child 
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TABLE 2. Distribution of arithmetic scores of 233 speech handicapped high school students. I 
Scores on Bruecker-Van Wagenen Arithmetic Tests | Median of Last Four 
Entering Classes 
Speech Disorder No. 
of Arithmetic | Arithmeti Arithmeti Arithmetic | Arithmetic | Arithmetic ( 
Cases | Reasoning |Computation| Reasoning | Computati R ing |C tati 
ve 
Range Range Median Median ve 
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| 67 | 4,712.4] -4-12.4] 8.6 9.4 fu 
Special organic .............000000 20 | 6.8—12.+| 4.7—12.+] 8.3 8.7 be 
Speech of the hard of hearing 5 | 6.5—11.1 | 4.7—11.1 6.5 6.0 liv 
Speech of the feeble-minded 1 3.8 3.8 3.8 3.8 de 
RSA. 238 | 8.8—12.+| 3.8—12.+] 9.2 9.4 8.7 34 mi 
im 
should be given some type of non- as a whole, are not retarded in arith- at: 
language test. metic abilities. In fact, the median of - di 
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these students with the median read- ie die — pokg Tegg a gato = 
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classes for the last four years, we find : ; je 
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that they hold their own exceedingly ,, : ° Abe A 
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Problems in Cerebral Palsy 


EREBRAL PALSY was for 

many years a scourge about which 
very little was known and for which 
very little was done. Crother (15) de- 
fines it as a ‘disturbance of motor 
function due to damage to the brain 
before, during, or shortly after de- 
livery of the infant.’ Injury to, or 
destruction of, the motor nerve arc 
makes coordination of various muscles 
impossible or highly difficult. 


Functionally there is either an 
ataxic, or an athetoid, or a spastic con- 
dition. Ataxia is a state in which the 
sense of balance is affected. The in- 
dividual staggers when he walks, and 
is not always conscious where his 
muscles are placed at any particular 
time, or just what they are doing. 
Athetosis is characterized by aimless 
movements of the larger muscle groups 
and twitchings or tremors in the ex- 
tremities. In spasticity both agonist 
and antagonist muscles are innervated, 
but the inhibitive impulse is absent, 
so that the muscles are not coordi- 
nated. For example, when a spastic 
attempts to raise his hand to his face, 
the motor impulse comes to both the 
raising and the lowering muscle groups 
and they both respond, but not in cor- 
relation. Sometimes this causes action 
contrary to the individual’s desire and 
the hand may be flung violently away 
from the face. Or, again, the hand 
may be lifted with great effort, the 
lowering muscles endeavoring to bring 
it down while the raising muscles are 
trying to bring it up. The raising 
muscles finally conquer, sometimes by 
continued slow motion in which the 
contrary action is strong enough to 





*Marsee Fred Evans (Ph.D., Iowa) is 
Professor and Head, Department of 
Speech, Birmingham-Southern College, and 
Speech Pathologist, Charlanne School, Bir- 
mingham, Alabama. 
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cause tremors, or again by a sudden 
ceasing of contrary action causing the 
hand to fly suddenly and sometimes 
forcefully in the direction of the face.? 

Various names are used for this 
condition in which there is damage to 
the brain and resulting motor dif- 
ficulties in the organism. About 
seventy-five years ago a certain Dr. 
Little described this defect and many 
people still speak of any motor dys- 


-function caused by brain injury as 


‘Little’s Disease.’ Another term which 
is widely used is ‘birth-injury.’ This 
term is used because the condition 
oftentimes seems to be due to some 


-accident at the time of birth. While 


this is true, the word ‘injury’ seems to 
place blame on someone, presumably 
the obstetrician, and is, therefore, not 
a good designation. This condition may 
occur in cases where the labor has 
been faultlessly managed (9). ‘Spastic 
paralysis’ is a term often used. This 
is not general enough, nor accurate 
enough. As a matter of fact, the con- 
dition is not a paralysis, but a per- 
version of function (22). And, of 
course, the ataxic and athetoid groups 
are not spastic, although occasionally 
an individual shows an admixture of 
difficulties. The name most commonly 
used now is ‘cerebral palsy,’ or ‘in- 
fantile cerebral palsy,’ although some 
neurologists speak of ‘motor deficien- 
cy’ and ‘the motor-defective child’ 
(27). 

Because of popular conceptions of 
cerebral palsy, a few negative com- 
ments might be in order. It is not a 
type of psychopathology. There are 


* Some authorities think that the difficulty 
is not due to the innervation of opposing 
muscle groups, but to the fact of a ‘stretch 
reflex’ in a spastic muscle which makes it 
contract strongly whenever it is stretched 
by its antagonist. 


* 
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sometimes personality deviations and 
sometimes muscle reactions, particu- 
larly of the facial muscles, which may 
give leering or vacuous expressions to 
the face, but there is no remote con- 
nection with psychopathology. I once 
knew a schizophrenic who was also 
spastic, but there was no essential as- 
sociation. 

Neither is cerebral palsy necessarily 
associated with amentia. Since the 
condition is due to damage or destruc- 
tion or lack of essential brain tissue, 
it is natural that if there is too much 
of such injury, intelligence will be af- 
fected. This is most likely when the 
damage is in the cortex. It is estimated 


that fifty per cent of cerebral palsied | 


individuals are of average intelligence, 
five to ten per cent are exceptionally 
bright, ten per cent or less are idiots 
or low grade morons, and the rest are 
borderline or high grade moron in- 
dividuals (22). Cerebral palsied chil- 
dren are often considered to be feeble- 
minded because of a masklike expres- 
sion or a continual grimacing, com- 
bined oftentimes with a constant drool- 
ing. All these symptoms are due to 
disturbances in the motor activities of 
the muscles and are not at all neces- 
sarily indicative of a low level of in- 
telligence. 

Cerebral palsy is a relatively wide- 
spread affliction. There are seven such 
children born per 100,000 of the gen- 
eral population each year (21). Of 
these seven, one will die before the 
age of six, two will be feebleminded, 
but the other four will be educable. 
There seems to be a much lower in- 
cidence in the colored race than in the 
white (3).? It is difficult to know the 
total number of cerebral palsied in the 
United States. It is variously estimated 
at from 75,000 to_125,000. There are 
probably about as many as there are 


* This is supposed by some authors to be 
true because the colored race is more uni- 
formly brachycephalic, and therefore there 
is less difficulty in negotiating the birth 
canal and less danger of rupture of the ten- 
torium or of other hemorrhage-profucing 
injuries during birth. 


victims of infantile paralysis (20). 
Out of a public school population in 
this country of 50,000,000, 300,000 are 
crippled, 80,000 are deaf and 60,000 
are blind. These figures indicate the 
comparative. occurrence of cerebral 
palsy. 

The condition is no respecter of per- 
sons. There is no correlation with 
economic or social factors. There is no 
correlation with intelligence either in 
the parents or in the child, although 
some authorities do believe that the 
more intelligent the individual, the 
less likely he is to have been affected 
by birth injury (6). 

I 

There is no disagreement among 
authorities that the cause of cere- 
bral palsy is a defect in the brain: 
destruction or damage to tissue, or 
congenital malformation or malde- 
velopment of the central nervous ‘sys- 
tem. ‘The answer in any given case to 
the question, ‘What caused this de- 
fect?’ is not so easy. Gustafson and 
Garceau (9), in a study of 185 cases, 
found no cause for 18 of them, al- 
though they think some of these were 
probably developmental in nature. 
Phelps (20) says the majority come 
either from developmental difficulties 
or from injury at or about the time of 
birth. Pusitz (22) says the majority 
of cases are acquired during labor or 
after birth. Ryerson (24) thinks that 
since 15 to 20 per cent of children 
have cranial hemorrhage at birth and 
only a small proportion of them be- 
come cerebral palsied, the ‘real’ eti- 
ology of the palsy lies in the develop- 
mental factor. 

There are three times when the in- 
citing cause of cerebral palsy may oc- 
cur: before birth, at or near the time 
of birth, and after the birth of the 
child. These times are generally re- 
ferred to as ‘prenatal,’ ‘neonatal’ and 
‘postnatal.’ Prenatal causes may exist 
before conception takes place, or may 
come about during pregnancy. Among 
those causes which exist before con- 
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ception are the presence in either or 
both parents of toxins or infections, 
or a neuropathic heredity (3, 10). 
Some authors give consanguinity as a 
cause, but this is probably not im- 
portant unless both parents are pre- 
disposed toward one or another of the 
above conditions. 

During pregnancy predisposing fac- 
tors might be intoxications or infec- 
ticns, or primary degeneration—that 
is, a developmental defect or arrest. 
(10). I heard Dr. Earl Carlson des- 
cribe in a lecture the case history of 
a set of cerebral palsied identical twins 
whose encephalograms showed areas 
of cerebral lesion identical in location 
and extent. This is most unusual. 
Syphilis is sometimes listed as a cause 
operating during pregnancy, as is ma- 
ternal traumatism. In the latter case, 
the effects of trauma received by the 
mother would be passed on to the 
child in such a way that the brain 
tissue of the fetus would be injured. 

Neonatal causes include the birth 
injuries. Premature birth is sometimes 
listed as a cause of cerebral palsy, but 
most writers think that whatever 
caused the prematurity is also respon- 
sible for the cerebral palsy. Syphilis, 
for instance, is one of the chief rea- 
sons for prematurity. It is true that 
there is a greater incidence of cerebral 
palsy among prematures than among 
babies born normally, and the greater 
the prematurity the greater the dan- 
ger. 

Difficult delivery at teriu is another 
cause of this condition. In cases of 
instrumental delivery, malplaced, or 
too tightly placed, forceps may dam- 
age the cortex (20). Abnormal pre- 
sentation of the baby in birth always 
poses a problem. Gustafson and Gar- 
ceau (9) in their 185 cases found a 
record of three face, seventeen breech, 
and 163 vertex deliveries. In a vertex 
delivery the upper and back part of the 
fetal head is presented first, which 


causes a tremendous strain on the 
whole cranial structure. 
Occasionally excessively labored 


birth causes distortion or undue mold- 
ing of the head with resulting hemor- 
rhage. The mother of one of our cases 
was in labor for 48 hours and was 
finally delivered by cesarian section. 
That was a good many years ago and 
today operative measures would un- 
doubtedly have been planned before 
the beginning of labor. However, 
babies whose mcthers were delivered 
by cesarian section do not always 
escape hemorrhage (9). 

In the normal birth there is a cer- 
tain molding of the head during the 
passage through the birth canal. If the 
birth is too precipitous there is not 
enough molding and damage may be 
done (6). Asphyxia, too, is a very 
common cause of birth injury. It is 
especially likely to occur in the use 
of the obstetric technique known as 
‘podalic version,’ that is, turning the 
baby around so that it will come feet 
foremost, and then reaching in with 
the hand and helping it through the 
birth canal (10). It does save time 
for the obstetrician and saves pain 
sometimes for the mother, but it al- 
so presents a grave danger to the 
child. Asphyxia occurs many times 
when the cord is compressed or 
wrapped around the neck, and in 
breech presentations. 

Anoxemia, that is, a condition due 
to lack of aeration of the blood; an 
air embolism (air bubble), or any 
kind of embolism, such as a blood- 
clot; or a condition known as an ‘im- 
mature capillary bed’—all these are 
listed as causes of cerebral palsy. In 
this last type of case, the blood ves- 
sels have not maturated to the extent 
where they are able to handle the in- 
creased air pressure incident to inde- 
pendent life ex utero, and they break, 
causing cerebral impairment. 

When apnea is present, that is, a 
condition of any degree of suffoca- 
tion, various rugged techniques for 
resuscitation are sometimes applied 
(9). Any of these over-rough methods 
such as spanking, holding by the 
heels, or immersion in hot or cold 
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water, are fraught with danger to 
the baby’s brain structure. 

Convulsions at birth or soon after 
many times indicate cerebral injury 
of some sort. Acute infections short- 
ly after birth are also a source of dif- 
ficulty. It is very hard for the baby’s 
organism to stand such an early on- 
set of measles, scarlet fever, pneu- 
monia, whooping cough, meningitis, 
or an infectious agent giving rise to 
some form of encephalitis causing 
probably minute hemorrhages (10). 

In the postnatal period severe fe- 
brile conditions are always to be con- 
sidered carefully for possible dis- 
astrous after-effects. Acute infections 
are still a possible source of injury, 
as is anything which will cause strain 
or in one way or another bring about 
hemorrhage in the brain. 

Cerebral palsy is sometimes the re- 
sult of accident even in youth or 
adulthood. I knew one girl who, at 
fourteen, was in a very bad automo- 
bile accident. She received a severe 
trauma at the base of the brain and 
another almost directly over the Broca 
area in the left cerebral hemisphere. 
The result was right hemiplegia with 
severe spasticity of the right forearm, 
dragging of the right leg, and almost 
complete aphasia. There were many 
such cases in England after World 
War I among soldiers suffering severe 
head wounds (19). Many like cases 
may be expected from among the 
soldiers of World War II. 

A very common cause of cerebral 
palsy in adults is apoplexy or cerebral 
hemorrhage, commonly called stroke. 
The difference between infantile cere- 
bral palsy and that caused by cerebral 
hemorrhage in the adult is that in the 
infantile injury the damage is to many 
tiny blood vessels and the hemorrhage 
is thus diffuse, while in the adult 
stroke one particular blood vessel 
breaks. The injury is thus discrete and 
most of the damage occurs in one 
specific location and the immediately 
adjacent area. 


II 


Cerebral palsy is usually divided 
into types distinguished by the symp- 
toms to be observed in the motor 
patterns at the periphery of the 
body. The types can also be dis- 
tinguished by reference to the areas 
of the lesion in the brain. Cerebellar 
lesions result in ataxic disorders (22). 
There is poor equilibrium, a disturb- 
ance in balance, coordination and 
tonus regulations, with exaggerated 
motions and staggering walk. About 20 
per cent of cerebral palsies are in this 
category. 

The athetoid group makes up about 
40 per cent of the whole. They are 
divided into the ‘tension athetoids’ and 
the ‘non-tension athetoids.’ These are 
alike in the source of their trouble. 
The lesion is in the caudate nucleus 
(striate body), the so-called extra- 
pyramidal tracts (22). With these 
cases there is involuntary movement 
of muscles. Many times there is diffi- 
culty in articulation and swallowing, 
and the fingers and toes may constant- 
ly twitch and wiggle aimlessly. Some- 
times the whole arm will move in a 
sort of weaving or pattern, but with- 
out any voluntary design. .The in- 
dividual is unable to stop these ‘chorei- 
form’ or ‘athetoid’ movements. Some- 
times the person attempts to block or 
resist them by tensing the antag- 
onistic muscles. When this voluntary 
resistance is continued over a period 
of time, the tension becomes habitual 
and the term ‘tension athetoid’ is 
used (2). The ‘non-tension’ type make 
little or no voluntary effort to block 
the constant involuntary movements. 

A third group, also composing about 
40 per cent of the whole, are the 
spastics. In these cases the cerebral 
damage is in the pyramidal tracts, that 
is, in the cortex or the motor path- 
ways leading down from the cortex, 
which govern discrete voluntary move- 
ment. The spastic may have three 
kinds of muscular condition. Some of 
the muscles are normal. Some of them 
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may be flaccid, not like the flaccidity 
of muscles damaged by infantile 
paralysis, but cerebrally flaccid. Other 
muscles are ‘spastic,’ that is, they show 
hypertonicity varying from slight ir- 
ritability to spastic rigidity. The limbs 
cannot work, not because of paralysis, 
but because of the increased muscle 
contraction and lack of coordination. 
Pusitz (22) says: 

There is 110 paralysis; messages are still 
relayed to the muscles, but there is no 


longer the controlling, coordinating action 
of the higher centers. There is no repetition 
of an impulse travelling along one set path- 
way to its termination. Instead when the 
message is sent out from the brain, the im- 
pulse breaks out with an excessive effect, 
following no set nerve pathway, but seem- 
ingly breaking up into subdivisions which 
suddenly fly forth criss-crossing, and reach- 
ing many terminations at the one time. In- 
stead of localized muscle action, there is 
generalized action, in which agonistic and 
antagonistic muscles may contract at the 
same time. 


Phelps (20) says that the differ- 
ence between the truly spastic muscle 
and the rigidity of the tension athetoid 
is in the stretch reflex present in the 
former. That means that if the spastic 
muscle is stretched either actively by 
its antagonist, or passively by the 
therapist, it will immediately contract 
and become rigid. 

The degree of involvement in this 
condition of spasticity varies widely. 
There is a group of children who are 
probably not even considered as 
palsied, who show signs of minimal 
impairment. The cerebral damage has 
not been enough to interfere definite- 
ly with any specific musculature, but 
the effects are a general awkwardness 
of movement, perhaps an excess of 
stumbling in walking, slow and in- 
accurate speech, and other slight dif- 
ficulties which the ordinary teacher 
is prone to pass over as normal devia- 
tions. 

There is sometimes an internal ef- 
fect on the viscera such as the kid- 
neys, and many times a severe con- 
stipation due to spasticity of the in- 


ternal muscles. This is so common a 
complaint among spastics that when 
one of our youngsters reported in 
‘news and current events’ one morn- 
ing that she had had a normal bowel 
movement, none of the others laughed. 
It was really news. 

The results in the periphery of the 
body depend on the degree of damage 
to the brain and the location and ex- 
tent of the lesion. There is some con- 
fusion among different writers with 
the nomenclature of the various types 
of involvement, but there is a general 
agreement. When one limb is con- 
cerned the name given is monoplegia. 
When both arms are involved it is 
double hemiplegia ; both legs, diplegia 
or paraplegia ; one arm and one leg, 
hemiplegia , three limbs, triplegia and 
four limbs, quadriplegia or tetraplegia, 
or sometimes diplegia. 

The speech mechanism is not al- 
ways involved, but when it is, there 
may be a variety of difficulties. Some- 
times there is spasticity of the laryn- 
geal muscles, sometimes it is the 
tongue or lips, sometimes the muscles 
used for swallowing, or sometimes the 
spasticity is in the neck, or in the tho- 
racic, abdominal or postural muscle 
groups. In such cases, obviously, the 
breathing and the whole process of 
voice production is or may be affected. 


III 

The approach to therapy for cere- 
bral palsy is necessarily a many- 
sided one. First, various examina- 
tions are needed. The neurologist 
should determine so far as possible the 
amount and area of destruction and 
the type of palsy. He should make a 
prognosis if he feels that is possible. 
The psychologist should give such 
mental tests as can be applied. The 
cerebral palsied child is not able to 
make much showing on a test requir- 
ing speech or other motor responses, 
and the ordinary intelligence rating is 
valueless from the point of view of 
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educational prediction.’ The best crit- 
erion at present is whether progress is 
made when suitable therapies are ap- 
plied. 

Because of enforced non-participa- 
tion in the life of their world, cerebral 
palsied children sometimes develop a 
feeling of unimportance and lack of 
personal worth. They sometimes de- 
velop abnormal attitudes and are often 
considered psychopathic. The psy- 
chologist’s opinion in regard to the so- 
cial adjustment and mental hygiene 
training for’ these children is highly 
important. 

There should be thorough physical 
examinations to discover dietary and 
vitamin deficiencies, the need for spe- 
cial helps such as individually-built 
shoes, or, in rare cases, braces. Braces 
are definitely contra-indicated in most 
instances, and should be little used ex- 
cept after operative procedures as a 
temporary measure (14). There 
should be careful visual and auditory 
tests. Cerebral palsied individuals are 
more prone to have trouble with both 
these functions than are physically 
normal persons. 

Speech tests are difficult to admini- 
ster, but an effort should be made to 
determine speech sound production 
and speech sound _ discrimination 
ability. : 

In the past a multitude of therapies 
have been tried: 

. surgical, peripheral and central; physi- 
cal therapy, including hydrotherapy, mas- 
sage, exercises, diathermy, static wave, sin- 
usoidal current; occupational therapy; psy- 
choanalysis ; hypnotism ; shrines, such as 
St. Anne de Beaupre and Lourdes ; chiro- 


practors; osteopaths; naturopaths; faith 
healers; glandular therapy; curare, snake 


*The psychometric clinic of the depart- 
ment of psychology of the University of 
Southern California is in the midst: of a 
five-year research to find tests to measure 
the intellectual and performance capacities 
of spastic children. This research was en- 
dowed by the Crippled Children’s Society 
of Los Angeles and the California State So- 
ciety for Crippled Children. This was re- 
ported in the Journal of the American 


Medical Association, 1943 (Sept. 11), 123, 
102. 


venom; drugs as barbiturates and hyoscine 
derivatives. -(19). 

For the most efficient work a team 
is needed: the orthopedist, pediatri- 
cian, neurologist, physical therapist, 
occupational therapist, speech thera- 
pist, psychologist and teacher (4). 

Surgery has met with little success 
in cerebral palsy cases, but there is 
certainly a place for medical treat- 
ment. Dietary and vitamin therapy 
have been of value. Among the drugs, 
prostigmine, or neostigmine, as it is 
usually known, is being used in ex- 
periments (13, 25). This drug has a 
chemical action and it has been used 
on both flaccid and spastic muscles 
with some reported success. Physical 
therapy with massage, muscle training, 
and sometimes hotpack treatment and 
pool work is indicated. Occupational 
therapy is also of value. Handwork, 
group games, especially those using 
speech or other minor motor re- 
sponses, and physical training for 
muscle coordination are all helpful. 

Speech correction is not’ always 
necessary, but ‘s a highly important 
technique when there is a need for it. 

Institutional care. is best for cere- 
bral palsied children (3, 22). Because 


of the expense for equipment and 


trained personnel, the average family 
cannot afford adequate treatment. An 
institution can furnish other things 
which are equaily necessary. It can 
give 24-hour daily supervision and 
discipline. ‘The presence of other chil- 
dren of like handicap furnishes the 
proper competitive and cooperative 
element and makes for better social 
adjustment and mental hygiene. 
Where institutional school care is 
not available, special classes should be 
provided in the public school system, 
separate even frem special classes for 
other handicapped children. If it is 
imperative that the child remain in the 
home, the parents and family should 
take care to provide as many special 
services as can be arranged and to 
help the cerebral palsied child to make 
a 
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as satisfactory social adjustment as 
possible. 


IV 


The speech data for this artjcle 
were gathered at Charlanne School 
in Birmingham, Alabama. This is a 
Motor Re-education and Speech Clinic 
with 42 resident students. Since 1936 
several hundred children: and young 
adults have received training there. 
Many of them presented speech diffi- 
culties. The school is housed in a large 
building containing dormitories and 
dining rooms for the staff and the stu- 
dents. The-children eat at small tables, 
for many of them are physically unable 
to feed themselves. There are two 
school rooms, primary and advanced, 
and school work is offered to suit the 
needs of each child of school age, from 
kindergarten through high school. The 
physical therapy department has exer- 
cise rooms, heat-pack room, and oc- 
cupational therapy equipment. There 
are speech rooms and administrative 
offices. Outside there is a large cam- 
pus and playground with equipment 
for play and exercise. 

The students are accepted as early 
as 2.5 years of age. They range in age 
through the teens and occasionally an 
older student is accepted for special 
reasons. They are drawn from the 
state of Alabama and from a number 
of neighboring states. Students have 
been in the school from as far as Chi- 
cago, Oklahoma, and Washington, 
D. C. It is difficult to determine even 
the approximate intelligence quotient 
of these children, but so far as can 
be ascertained only those of normal 
intelligence, actual or potential, are 
accepted. Known amentia cases are not 
taken and patients who do not show 
any signs of ability to improve are not 
allowed to stay. 

Cerebral palsied cases have speech 
problems only if the cerebral damage 
affects the motor innervation of the 
musculature of the speech mechanism. 
In addition to the cerebral palsied, 
physically normal speech defectives 


are accepted at Charlanne for treat- 
ment. They are usually day students or 
clinic call students, whereas the cere- 
bral palsied children actually live in 
the_institution. 

The personnel of the school con- 
sists of three consultants: a pediatri- 
cian, a neuro-psychiatrist and a speech 
pathologist. Each student is examined 
by these three before actually begin- 
ning work. On the staff are a matron, 
teachers, physiotherapists, nurses and 
speech correctionists. There are vari- 
ous servants: maids, porters, cooks, 
etc. 

Services are available from specia- 
lists who are not resident or not at- 
tached to the school officially. Eye and 
ear tests are given by Birmingham 
doctors, minor surgery and treatment 
is offered at the Alabama Crippled 
Children’s Clinic, special shoes are 
built when necessary, several children 
are under the periodic supervision of a 
diet and vitamin specialist, and intel- 
ligence tests in particular cases are 
given through the Office of Tests and 
Measurements of the Birmingham 
Public Schools. 

The program of Charlanne School is 
designed to be well-rounded. The ap- 
proach is from the physical, educa- 
tional, speech, emotional and _ social 
angles. The program is individualized. 
Each estudent has access to all the 
school has to offer, and attention to 
each one’s special needs is stressed. 
The program is integrated; there is 
correlation and cooperation among all 
the departments and all the individuals 
working there. 


V 

Dr. Crother’s (15) dictum is very 
important for the speech pathologist 
who deals with cerebral palsy. Croth- 
ers says that three things must al- 
ways be kept in mind with these cases. 
First, the responsible cause has done 
its work and is no longer operating. 
This means that the anatomic lesion 
will not increase in size and the func- 
tional disturbances dependent on the 
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anatomic deficit will probably not 
change for the worse. In the second 
place, the lesion is likely to be diffuse 
rather than localized. Lastly, the dam- 
age has been inflicted on a growing 
organism. 

The speech diagnosis should include 
a knowledge of all other tests and 
data. The full case “history should be 
available, the pediatrician’s report, 
the neurologist’s report as to the type 
of cerebral palsy, and the muscle diag- 
nosis. Prognosis is impossible to make. 
Sometimes the speech can be helped 
and sometimes very little improvement 
can be made. Sometimes the condition 
yields fairly soon, and sometimes on- 
ly after long continued work, if at all. 
Speech therapy should be correlated 
with the work of all the other de- 


partments: physical therapy, occupa-. 


tional therapy and the educational pro- 
gram. 

For the speech correctionist there 
are also certain definite factors to be 
considered. Speech defects found 
among these cases are not different 
in essence from ordinary defects of 
speech. But there is always to be con- 
sidered the fact of defective mecha- 
nisms and not merely a functional 
difficulty. ‘he speech problems in 
cerebral palsies are part of the cerebral 
palsy and not just speech defects (1). 
Therefore the usual methods of speech 
correction work are generally inade- 
quate (22). There is a very great dif- 
ficulty in carry-over of speech im- 
provement from the clinic situation to 
actual speaking occasions. 


Again, the speech correctionist, who 
works with such cases should have a 
detailed knowledge of the. basic defect 
of cerebral palsy in general and of 
the individual patient’s difficulties in 
particular? Of ccurse he must be fa- 
miliar with the speech pathologist’s 
diagnosis, the type of cerebral palsy, 
and the individual variations. 

Certain principles are of particular 
importance in working to correct the 
speech of the cerebral palsied. One 
of the greatest truths for the speech 


correctionist who would deal with 
these cases, one which should be ‘writ 
large so that he who runs may read,’ 
is that speech is an overlaid function. 
Every portion of the speech mecha- 
nism has another primary purpose 
which is something else than speech. 
This is an important truth in any 
speech study, but it becomes even more 
significant when the speech defective 
has a damaged vehicle. When the pri- 
mary functions are poorly performed 
because of a defect in the parts, then 
the secondary functions are sometimes 
almost negligibly effective. Therefore, 
in dealing with the speech of the cere- 
bral palsied, special attention must be 
paid to the mechanism itself. Breath- 
ing exercises are important (1, 11). 
Emphasis should be on rhythmic, co- 
ordinated breathing. Much attention 
should be given to basic exercises of 
the tongue, lips and jaw muscles (7, 


Another principle for treatment .of 
cerebral palsied speech is a corrollary 
to the fact that speech is an overlaid 
function. Speech can be helped by 
superimposing it upon a body in which 
the grosser motor muscle groups are 
already active. This is an application 
of the old Woolbertian principle of 
the ‘alloverishness’ of speech. It is 
neurologically sound. The impulses for 
voluntary action of the speech organs 
and the other motor acts, especially 
arm movements, originate very close 
to one another in the brain. Only acts, 
not individual muscle actions, are rep- 
resented in the cortex. Volitional im- 
pulse calls muscle groups into ac- 
tivity and not individual muscles (22). 
Carroll (5, 156) expresses the general 
idea when he writes: 

The voluntary muscles of speech may be 
involved (in spastic paralysis) in the same 
way as the voluntary muscles of the loco- 
motion or upper extremities, hence any- 
thing that helps to control one set of volun- 
tary muscles will also help to control an- 
other set of the same kind of muscles. 

In dealing with cerebral palsy, there 
must be a constant recognition of an 
imperfect physical organism in an 
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otherwise normal person. McKibben 
(16, 151), who herself ‘endures the 
spastic condition,’ says: 

We do not say Johnnie is the mumps, we 
say he has the mumps. It is definitely in- 
correct to say a person is a spastic, for 
there is no such thing. The person is nor- 
mal, but has to endure the spastic condi- 
tion. 

In this imperfect organism, any 
progress made through the various 
therapies will probably help the speech, 
and sometimes other conditions are 
helped when speech improves. There 
should be a very close correlation be- 
tween the speech therapy and other 

therapies. 

In making allowance for the defec- 
tive mechanism, the speech correc- 
tionist working with the cerebral 
palsied should always remember that 
certain achievements are not physical- 
ly possible. Perfect speech is usually 
an impossibility. This does not mean 
that either the clinician or the patient 
should be satisfed with less than is 
attainable. The highest and best must 
always be sought, but the limitations 
must be recognized. After all possible 
repair or help to the mechanism has 
been secured, aim for practicality 
rather than normalcy. If the speech 
sounds acceptable, even if not high 
grade, it should be accepted by the 
clinician, and the effort praised. 

Lastly, in dealing with the speech 
of the cerebral palsied, it must be re- 
membered that an entirely different 
kind of speech defect is associated 
with each of the three general types 
of cerebral palsy (20). The ataxic 
is not likely to have speech disturb- 
ances. His trouble is primarily an in- 
ability to maintain balance and equi- 
librium. His kinesthetic reactions are 
not normal and he does not know 
‘where his muscles are.’ Where there 
is speech involvement, it is usually 
sufficient to show the patient in a mir- 
ror where his tongue is and help him 
to negotiate it properly. The speech 
then takes care of itself. 


The athetoid has no consistent pat- 


tern of defect. He can say the sounds 
properly ; it is chiefly a matter of get- 
ting the mechanism to perform cor- 
rectly. If he speaks when the muscles 
are quiescent, the speech will be all 
right. If athetoid movements occur 
while he is trying to speak, the sounds 
will be distorted, but seldom in the 
same way twice. Therefore the ordi- 
nary repetitive exercises will be of no 
value whatever. The key to the cor- 
rection of the speech of athetoids is 
relaxation. When the muscles are re- 
laxed, the speech is normal. If a basic 
relaxation can be attained, the speech 
(and, indeed, the whole situation) will 
practically correct itself. To aid in de- 
veloping the feeling of relaxation and 
proper performance, coordination ex- 
ercises are of value. Negative prac- 
tice (23) and various other techniques 
used with stutterers are helpful to 
athetoid patients. 

The speech defect of the truly 
spastic child is consistent in its er- 
rors. The distortion of sound is prob- 
ably due to spastic muscles in the 
mechanism which cannot or will not 
perform voluntarily to suit the need 
for speaking. Relaxation, again, is a 
very good basis for beginning work. 
If the kinesthetic response which 
means relaxation to the patient can 
be made to carry over from the clinic 
situation, the problem is a long way 
toward settlement. 

The spastic profits much by repeti- 
tive practice, if the performance is as 
near correct as it is possible for the 
individual to produce. Work with the 
mirror in order to show the patient 
what he is doing with his muscles and 
to give him a visual clue to his audi- 
tory and kinesthetic responses, is of 
value. Coordination exercises are ex- 
tremely helpful, and the superimpos- 
ing of speech on a working motor pat- 
tern in muscles which are fairly well 
under control brings very good re- 
sults. 


VI 
In the following discussion I shall 
attempt no arbitrary statements but 
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only a presentation of certain data 
and theories which have come to 
light during my years of work with 
such- cases. Some facts concerning 
spastic speech have, I believe, be- 
come apparent from a close study of 
so many afflicted individuals. The 
problem is intangible and difficult to 
explain because there are so many 
facets to it and because there are so 
many divergencies in the phenomena 
found among these children. 

In as complicated a piece of ma- 
chinery as the human brain, it is im- 
possible to conceive of a diffuse 
hemorrhage or a maldevelopment or 
developmental defect in any two cases 
being exactly alike. Therefore, no two 
afflicted individuals will have the 
same neural deficits and the same 
functional deviations. That means that 
no two of them will have the same 
speech difficulties. Hence it is impos- 
sible to speak of spastic speech; there 
is no such thing. In spite of that fact, 
I am going to try to point out certain 
very loosely defined categories for the 
sake of discussion. 

In the first place, there is what 
might be called ‘general spastic speech.’ 
There are two types. With one group 
there is an inability to make the speech 
mechanism perform. Try as they will, 
they cannot achieve performance. I 
remember once during a school as- 
sembly period, when several of the 


boys were competing in a quiz pro- - 


gram, one of the answers had to de 
with a zebra and the color of its 
stripes. It was amazing to watch the 
response of one lad. You could see all 
the adjustments of the mechanism to 
make the word, but the only sound 
which came was a breathy grunt. 
When the leader suggested the word 
which all of us could see was being 
attempted, a virgorous nodding of the 
head and a huge, satisfied grin, showed 
his appreciation at finally being un- 
derstood. 

The other type, quite common, 
shows the ability to make the speech 
sounds separately in a clinic situa- 





tion, but a seeming inability to carry 
over to words, phrases, sentences. 
Such cases have difficulty in closing on 
a word. They say ‘how’ for ‘house’ 
and ‘swi’ for ‘swim.’ It is not mere- 
ly carelessness as it might be in a 
comparable physically normal speech 
defective, or a careless speaking nor- 
mal who might say ‘fiel’ for ‘field’-- 
it is an actual difficulty in making the 
mechanism perform. 

A second general division might be 
called ‘variations’ or ‘complications’ of 
spastic speech. One of these varia- 
tions would be aphasia. These would 
seem to be cases in which there was 
cortex destruction of a size and in a 
location to cause the aphasic con- 
dition. The student referred to above, 
who was injured in the region of the 
Broca area in an automobile accident, 
was aphasic. 

Another such complication of spastic 
speech is a deviation in pitch and 
quality due to spastic laryngeal mus- 
cles. This is sometimes very confus- 
ing. One fourteen year old boy, for 
example, had some such difficulties, 
but one day we suddenly discovered 
that he was also undergoing the 
‘change of voice’ which comes to any 
other boy at’ about that age! 

Another problem is articulatory dif- 
ficulty due to malocclusion, or to a 
spastic tongue. This, too, can some- 
times be very confusing. One little 
girl who seemed to have this trouble, 
turned out to have practically normal 
speech, although at the time we were 
working with her she had a certain 
amount of infantile perseveration and 
articulatory difficulty due to the ab- 
sence of several front teeth and a 
slight malocclusion. 

Again, there is sometimes extreme 
nasality in a spastic cerebral palsied’s 
speech due to poor uvular, or velo- 
pharyngeal, control. 


VII 
Several kinds of therapy have been 
found effective. Someone has said 
that there are three ways to treat 
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the speech of the spastic paralytic: 
first, relaxation; second, relaxation; 
and third, RELAXATION! That is 
all very good, but how will you achieve 
relaxaton? But speech is generally im- 
proved in direct proportion to how 
well you do achieve it. 


The well-known Jacobson method 
presupposes a normal musculature, al- 
though it can sometimes be adapted 
successfully by a good clinician. 
Neuro-semantic relaxation*, too, is 
efficient if the clinician understands 
how to apply it, but unless it is skill- 
fully done, one encounters the stretch 
reflex in the spastic muscle and the 
rigidity is intensified instead of al- 
leviated. The best method I have found 
is an adaptation of an East Indian 
system in which the patient thinks of 
various muscle groups as the clinician 
refers to them verbally. As the clini- 
cian describes a state of passivity and 
relaxation and the patient concen- 
trates his thought on creating that con- 
dition, the muscles, even if not 
thoroughly relaxed, can be made to 
lose some of their tenseness and the 
child can be taught to duplicate this 
feeling voluntarily. Efficiency grows 
with practice with any method. 

Probably the easiest procedure 
after relaxation has been achieved, or 
attempted, is to try to improve the 
breathing. Any standard breathing 
exercises will do. Sometimes the ab- 
dominal and thoracic musculatures 
will be at variance. They should be 
brought into correlation so far as pos- 
sible and emphasis put on rhythm. 
Good breathing should be practiced 
from the prone, supine and side-lying 
positions. After there has been some 


‘Described by Wendell Johnson (12) in 
his book, People in Quandaries: The Se- 
mantics of Personal Adjustment, Harper 
and Brothers, 1946, pp. 230-236. In Papers 
from the Second American Congress on 
General Semantics (Chicago: Institute of 
General Semantics, 1943, compiled and ed- 
ited by M. Kendig) there is an article on 
pages 183-186 by es Watrous Niles (17) 
entitled ‘Use of General Semantics Tech- 
niques in Physiotherapy.’ 





improvement the patient should do the 
same work sitting up and, finally, in 
a standing position and while walk- 
ing. 

After the breathing has become 
somewhat standardized, intensive work 
should be instituted in exercising the 
basic mechanism of speech—that is, 
the tongue, lips and jaw muscles. And, 
in exercising muscles, we should re- 
member ‘the old slogan, “Take a tip 
from the tiger,’ and s-t-r-e-t-c-h the 
muscle. This immediately brings the 
clinician into conflict with the stretch 
reflex of the spastic muscle. Remem- 
ber that not all the muscles will be 
spastic. Some will probably be flaccid 
and some will be normal. The normal 
ones, obviously, can be handled as any 
normal muscle. Here is emphasized 
the necessity for knowing the neur- 
ologist’s diagnosis of the patient’s 
muscles, and the necessity for close 
cooperation with the physical therapy 
department in the work done on any 
specific individual. 

Work with spastic muscles should 
proceed slowly and carefully, but if 
the relaxation idea is never forgotten, 
and the clinician is patient and pains- 
taking, much can be accomplished. 
Basic exercises are not particularly 
interesting and they are hard to moti- 
vate. But I have seen a little spastic 
youngster wriggle from Dan to Beer- 
sheba to make an awkward tongue- 
tip reach up over his upper lip be- 
cause the clinician’ had rubbed the up- 
per lip with the moist end of a stick 
of sugar candy. Maybe he didn’t suc- 
ceed in getting the tongue where he 
wanted it, but he did know he was do- 
ing it in the interest of the goal to 
be achieved. And he did stretch the 
muscle fibres and if improvement were 
physically and neurologically possible, 
he achieved more efficient perform- 
ances with the awkward member. 


The aim of this emphasis on the 
mechanism itself is two-fold; to put 
the mechanism in as efficient work- 
ing order as possible, and to find the 
seemingly ineradicable defects. I say 
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‘seemingly ineradicable’ because in this 
work one can never predict results. A 
case which has all the appearances 
of easy improvement remains static 
and another case which seems hope- 
less may show sudden and unex- 
plained progress under clinical train- 
ing. 

One very simple approach to re- 
laxation in speaking, which should 
follow the work on breathing and 
basic exercises, is based on a princi- 
ple that is mostly neglected in our 
thinking. Nature is always provident. 
We are endowed with physical po- 
tentialities far beyond our actual need. 
We normals use much more effort to 
accomplish physical deeds than is 
really necessary. Hence, if he uses as 
little of the mechanism and as little 
effort as possible, the spastic indi- 
vidual can sometimes succeed in pro- 
ducing better speech than with much 
greater effort. This is accomplished by 
having the patient attempt to form 
the word without phonation, or to 
whisper (a very difficult feat for most 
spastic individuals) and then to say 
the word very softly and quietly. His 
‘soft’ and ‘quiet,’ because of their 
exaggeration, become practically the 
normal-sounding speech which the 
clinician is attempting to have him 
produce. 

Having the patient in front of a 
large mirror, where he can see what 
is happening when he works, is one 
good motivation for speech practice. 
Good performance ability on the part 
of the clinician also motivates the pa- 
tient to imitation. 


Vill 

Coordination exercises are excel- 
lent for gaining better voluntary 
control of the speech mechanism. 
Being careful not to work against a 
possible stretch reflex, try to make 
the tongue or lips move when the hand 
is moved up and down or from side 
to side. Any simple coordination is 
useful, like counting as the child claps 
his hands. For the spastic group who 
have difficulty in closing on a word, 


one little game produces very good 
results. Almost any long word which 
is a place name will do. Examples 
would be ‘Memphis,’ ‘Chattanooga,’ or 
‘Constantinople.’ For some reason 
‘Indianapolis’ was a favorite with my 
youngsters. Begin with the initial 
sound, in this case short 7. The child 
taps his finger on the table as he says 
the short i sound. As he taps again 
he says in, then ind, indi, india, indian, 
indiana, and so on to. the end of the 
word, adding one syllable or sound 
each time the finger is tapped on the 
table. Finally when the word has been 
completed, he says it three times in 
succession, as rhythmically as pos- 
sible, clapping the hands on each 
repetition of the word. This, too, puts 
the child’s attention and emphasis on 
the goal to be achieved, rather than 
on the way in which it is done. This 
is always of value. 

With spastic children the technique 
of imposing speech on a moving or- 
ganism is good practice. One mild 
spastic boy had a peculiar r substitu- 
tion, not exactly w but a sound simi- 
lar to that. He had particular trouble 
with r combinations; sh was also a 
difficult sound. For some reason he 
became very fond of the practice 
sentence, ‘Red roses grow on green 
bushes.’ I have heard him say the 
sentence very poorly and with com- 
plete substitution for the difficult 
sounds at the beginning of the clinic 
hour. Before the lesson was over he 
would say the sentence perfectly, mak- 
ing large complete circles in the air 
with his right arm while he talked, 
one circle for each word in the sent- 
ence. 

Smaller children enjoy adaptations 
from nursery rhymes. For instance, 
the child says, ‘One, two, button my 
shoe,’ taking a step with one foot (the 
dominant one) on ‘one,’ and a step 
forward with the other foot on ‘two,’ 
learning over as far as his balance will 
permit and imitating the motion on 
‘button my shoe.’ He steps forward 
on ‘three,’ again on ‘four,’ a wide 
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sweep of imitative gesture with the 
dominant hand on ‘close the door,’ and 
so on to the end of the rhyme. One 
‘badly crippled little boy was delighted 
with his achievement, and, I think, 
received some speech benefit from 
walking and saying the rhyme “Ten 
Little Indians.’ He took a step for- 
ward with the dominant fcot while he 
said, ‘One little,’ another step with 
the other foot on ‘two little,’ a third 
step on ‘three little,’ and brought the 
lagging foot up parallel to rest a 
minute on ‘Indians.’ This action was 
repeated on the next phrases, ‘four 
little, five little, six little Indians,’ and 
‘seven little, eight little, nine little In- 
dians.’ Then (with a great deal of 
help from the clinician) as he said, 
‘Ten little Indian boys,’ he jumped in 
the air and tried to turn completely 
around. As he counted Indians from 
ten to one, he walked back to the 
starting place. This simple exercise 
took the little fellow several minutes 
to perform, but it was helpful to him 
both in his speech and his physical 
balance. He finally learned to control 
himself enough to jump around alone. 


The approach to the correction of 
the speech of the spastic cerebral 
palsied should be eclectic, original and 
individual. One should accept any 
usable techniques based on any theory, 
make new approaches of his own, 
and adapt known techniques to fit the 
exigencies of an organism that is less 
than the best. 

The kinesthetic responses are ab- 
normal, or individualistic, or absent. 
This poses a problem for the clinician. 
Sometimes these responses can be 
trained. Or, sornetimes, if one portion 
of the mechanism is totally or partial- 
ly inefficient, another portion can be 
made to take over the function. For 
instance, if the tongue tip is awkward 
and unwieldy and cannot be raised 
to the roof of the mouth, a ¢ normal- 
ly produced is impossible. Many times 
the blade of the tongue will respond 
to stimulus and can be raised high 
toward the hard palate. The resulting 





sound is a little thick and unnatural, 
but is easily recognized as t, and it 
becomes: very usable for practical 
speech. 

Palmer (18) has pointed out the 
many similarities of the situational 
factors for cerebral palsy and stutter- 
ing. Many clinical techniques for stut- 
tering therapy can be adapted for 
work with the cerebral palsied. 

Although speech defects are no dif- 
ferent in essence whether they exist 
in a cerebral pa'sied or a normal per- 
son, it is sometimes easy to make a 
wrong interpretation of what the clini- 
cian thinks he sees. Several years ago 
a girl about ten years old came to 
Charlanne School. The report from 
the referring agency gave a diagnosis 
of cerebral palsy with involvement of 
two extremities, complicated with 
stuttering. There was a slight spastic- 
ity of one hand and forearm, and a 
slight drag of one foot. These diffi- 
culties seemed to respond fairly well 
to physical therapy. She did seem to 
stutter and the data from the case 
history were such as are often found 
in the background of a stutterer. Her 
speech showed improvement under re- 
laxation techniques and with the -gen- 
eral improvement of the physical or- 
ganism. She left the school to live in 
a foster home and I did not see her 
for several years. Recently she re- 
turned for further treatment. It now 
seems that what formerly was di- 
agnosed as stuttering, is a difficulty 
in initiating speech sounds due most- 
ly to the spasticity present in throat 
and facial muscles. One can not rule 
out the presence of factors which 
sometimes account for stuttering in a 
physically normal person, but the pic- 
ture is certainly more compliated! 

Something should be said about the 
results of the clinical training of the 
speech of the cerebral palsied child. 
I suppose there will never be a case 
recorded where the speech became en- 
tirely normal. Always there is the de- 
fective primary mechanism which mili- 
tates against a perfect secondary func- 
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tion. That does not mean, however, 
that one should be pessimistic. 

Sometimes there are ‘cooperative’ or 
‘complementary’ results. Physical ther- 
apy may improve some portion of the 
speech mechanism so that the speech 
correction is much- accelerated. Or 
there is sometimes a reciprocal effect 
between speech and other factors (5). 

The first spastic child with whom 
I worked was brought to the Depart- 
ment of Psychology of Birmingham- 
Southern College a number of years 
ago for an intelligence test. After see- 
ing the child and realizing that she 
was severely handicapped, especially 
in speech, the psychologist suggested 
that she be sent over to the Speech 
Department for advice. When the 
child came to me I realized that here 
was a speech problem the like of which 
I had never ‘undertaken. Because of 
the mother’s insistence and because 
the case was so intriguing, I consented 
to attempt corrective training. We met 
several times a week and worked as 
long as the patient’s attention span 
would allow. This case had been un- 
der the care of a Birmingham bone 
and muscle specialist. About six weeks 
after she began speech work he en- 
quired of the mother, during a rou- 
tine checkup, if she had been treat- 
ing the child in any way. He said, 
‘Her gait is definitely better.’ 

This phenomenon of a reciprocal 
effect between speech training and 
other factors occurs frequently among 
Charlanne pupils. It is too evident and 
occurs too often to be merely coinci- 
dence. The neurological reason prob- 
ably is that speech and other motor 
functions are volitionally initiated 
from adjacent cerebral areas, as ex- 
plained before. The fact, too, that the 
body tends to act as a whole is also 
a probable factor. 

Sometimes marked improvement 
can be made in the speech and the 
general condition of cerebral palsied 
patients. One of our Charlanne boys 
was graduated from Birmingham- 
Southern College in June, 1945. He 


can not hold a pen or pencil to write, 
but he fixed a protable typewriter on 
a special table and, sitting in a chair 
with a built-on rest for one foot, he 
did all his examinations and _neces- 
sary writing. When he first came to 
Charlanne School only a small pro- 
portion of his speech was intelligible. 
He drooled constantly. His face was 
masklike and unintelligent looking. He 
shuffled along with very poor posture, 
bent knees and characteristic scissors 
gait. 

In his sophomore year in college, in 
his final project in Fundamentals of 
Speech class, he explained how he 
used to talk, imitating the unintelligi- 
ble jargon. Then he told, in phoneti- 
cally almost perfect speech, what he 
had been trying to say. The last two 
years he was in college he gave 
speeches to luncheon clubs, taught a 
Sunday School class, and, on oc- 
casion, preached. He never drools. He 
ate daily in public in the college cafe- 
teria without masticatory accidents, 
using eating implements effectively, 
hoiding a glass of water and drink- 
ing from it silently and without spill- 
ing. All of these activities have been 
acquired during the past five or six 
years. Until he was seventeen, he 
could never handle a fork. 

He walks with fair posture, with 
practically no knee sag, and I have 
seen him at times run across the cam- 
pus and down a short two or three 
steps, carrying his briefcase. He 
learned to swim and took special cor- 
rective exercises in the gymnasium 
during the time of his college course. 
Sometimes, marked improvement can 
be made! 

On the other hand, sometimes there 
are very few permanent results. One 
little girl with whom I worked inten- 
sively for a year was never able to get 
more than a few words which she 
could command at will. Another girl 
who came to Charlanne in her late 
teens had practically no speech. The 
sounds she attempted were very nasal. 
After much practice she had learned 
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to flutter her lips slightly. In practic- 
ing the # and Pb sounds, by some 
chance we tried ‘banana peel.’ She suc- 
ceeded in a fairly good performance 
of those two innocuous words. That 
represented most of the vocabulary 
she mastered and every day I saw her 
she greeted me with a beatific smile 
and a raucous, drawling, ‘banana 
peel.’ She was a very likeable girl 
and had good general intelligence. She 
was efficient in mathematics on the 
eighth grade level. There was some 
probability of aphasic difficulties in 
her case. 


Goals or accomplishments once 
achieved by the spastic child tend, in 
general, to be retained. While ‘muscle 
memory’ is undoubtedly harder to 
train, once it is acquired, it seems to 
be held. That means that if training 
is once begun, improvement will tend 
to continue, even though the training 
is stopped. 

Learning and achievement curves, 
however, seldom follow the norma! 
pattern. They tend to show many long 
plateaus, oftentimes followed by steep 
rises. One lad with whom I worked 
_ was extremely spastic and his legs are 
decidedly ‘scissors.’ He had a long, 
low-framed tricycle which he pro- 
pelled by pushing the pedals alternate- 
ly, but was not able to keep his foot 
on the pedal and follow it all the way 
around its orbit. He could stand with 
difficulty, but had never taken a step 
alone when he came to us. During his 
first summer at the school several 
things happened which encouraged 
him to start a determined effort to 
learn to walk. In about three weeks 
he toid me one day that he had taken 
52 steps alone and said proudly that 
he had raised his goal to 100 steps 
at a time. He had a regular formula 
for the performance. He would climb 
onto his tricycle, turn around on the 
seat and slide down slowly till his 
feet were placed right, keeping his 
balance by holding on to the handle- 
bars. When he had gained equilibrium, 
he would start walking, knees tight 
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together, arms moving wildly. He 
would go until he lost control and 
toppled over on the grass. Then in a 
moment he would turn, go back to the 
tricycle, announce how many steps he 
took, and start over. His usual means 
of locomotion had been a series of 
frog-like leaps in which his weight 
was borne on his arms and his body 
swung between. By late fall he was 
walking all the time, taking many 
tumbles and holding on to objects 
along his path for support, but get- 
ting better at it and more confident 
all the time. 

Another example is a boy who was 
brought to me for training a number 
of years ago. His brother, a student 
at the college, came to me to ask about 
speech work. He said the lad was very 
much retarded. He wa? sixteen, had 
poor speech and could not read. I 
discouraged him, thinking that it was 
probably a feebleminded case with 
too low an intelligence level to be able 
to take much speech training. Two 
years later, after the brother had been 
graduated and working, he came back 
to me and very earnestly begged me to 
take the boy for speech training, offer- 
ing me all his savings account which 
he said he had built up for this pur- 
pose. I still refused, feelng that it 
would not be fair to accept money 
for a hopeless cause. And then the 
brother said, ‘But he is improving, 
he has just learned to read.’ Just 
learned to read at eighteen! 


So I began work with the boy. I 
discovered from the medical case his- 
tory, which the mother supplied, that 
he was a cerebral palsied child and 
had dragged one foot until he was 
eight years old. He showed practical- 
ly no outward signs of his physical 
defect gt this time, except for a rather 
awkward gait, slow and with long 
steps. In less than a year’s time this 
boy was reading fourth and fifth grade 
books on travel and geography, and 
his reading, both silént and oral, con- 
tinued to improve. 

One very happv thing about cerebral 
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palsy is that (within certain rather 
wide limits) practically anything you 
do for the patient will help him to 
improve. If he is of average or better 
intelligence, and the majority of them 
are, he has great potentialities locked 
in the prison of a defective body. Any 
improvement you can make, or help 
him to make, in the functioning of 
that defective mechanism will help to 
free those potentialities and make for 
him a fuller life. 


IX 


Cerebral palsy is a multiple dif- 
ficulty. Therefore, I believe, a multi- 
ple approach to therapy is highly to 
be’ desired, especially by means of a 
school situation. In such an institution, 
staff meetings and discussions allow 
for an interchange of opinions and ex- 
perience with regard to each patient. 

Any suggestion the speech path- 
ologist makes is carried out not only 
by the speech correctionists, but al- 
so by the rest of the staff. Oftentimes 
the physical therapists will develop a 
cooperative technique for the particu- 
lar problem. The teacher knows what 
is being attempted, and even during 
recreation the idea can be carried out 
because everybody knows about it. 


From the point of view of the pa- 
tient, such a multiple approach is 
good. The cerebral palsied child is al- 
most invariably at a disadvantage in 
his own home. Even if there are other 
children, he is sheltered and protected. 
Everything possible is done for him. 
Because he is slow and laborious in 
his movements, someone is always do- 
ing the task for him with the mis- 
taken notion that he is thus relieved 
of a burden and ‘helped.’ Nothing is 
expected of him and he lives up to 
expectations. Every whim is gratified, 
so he becomes dictatorial, egocentric, 
negative in his attitude. 

Association with other cerebral 
palsied children 1s a good experience. 
Imitation plays a great part in the 
process of learning to live. With such 
association youngsters have the ad- 
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vantage of imitating other handicapped 
individuals and developing new pat- 
terns of behavior and unusual solu- 
tions of difficult motor problems. 
Many times the child discovers he has 
powers he never knew. And surely he 
is constantly motivated toward better 
achievement. 

Such association works toward a 
satisfactory adjustment socially. Com- 
petition is no longer impossible, and 
any feelings of inferiority or lack of 
personal worth which might have been 
developing are dispelled. The achieve- 
ment of even poor speech gives a feel- 
ing of confidence and security. 

Cooperation among such a group 
of leaders and teachers bespeaks the 
cooperation of the patient. Cerebral 
palsied children tend to be either 
strongly negative or strongly positive. 
With cooperation, the negative tend- 
encies disappear, or at least are sub- 
dued, and the positive ones are 
strengthened. 

Improvement for the cerebral 
palsied must come from within. Noth- 
ing can be done for him except what 
he wants to do, or can be made to 


want to do, for himself. He will re- , 


spond very readily as a rule to out- 
side help. If he is properly motivated, 
he will attempt any goal. If the cere- 
bral palsied child feels that a group 
of others are working for him and 
with him, he exerts every effort to 
work with them and for himself. 
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News and Announcements 


A Mobile Speech Clinic, made pos- 
sible by a grant of money from the 
Minnesota Association for Crippled 
Children and Disabled Adults, Inc., 
to the University of Minnesota, started 
functioning on September 1, 1946 on 
the University of Minnesota campus. 
The program is under the technical 
direction of the Speech Clinic, a de- 
partment of the Dean of Students’ of- 
fice at the University of Minnesota. 
The staff is composed of Dr. Bryng 
Bryngelson, Director, Miss Laila L. 


- Larsen, Assistant Director, Miss Gert- 


rude Russell, and Miss Virginia 
Worthington, speech and hearing ther- 
apists. The clinic is making a survey 
of the speech arid hearing needs of all 
the children in the state. 

This clinic will continue for three 
or four years, until all the children 
in the state have been tested. During 
the clinic’s stay in each center, the 
parents and teachers of children found 
needing special help for either speech 
or hearing will be contacted, and plans 
for helping each case will be discussed. 
Whenever medical attention or opinion 
is indicated, parents will be urged to 
visit their family physician. When a 
child is in need of special services 
available through some other agency 
also active in the field of child wel- 
fare, the cases will be referred to 
them. The clinic is interested in demon- 
strating to the public the possibilities 
of speech and hearing rehabilitation in 
the state. In order to do so, the staff 
is available for lectures and demon- 
strations of corrective work with the 
handicapped before any interested 
civic group. 

The clinic also has an Advisory 
Committee, composed of representa- 
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tives of other state organizations ac- 
tive in services for the exceptional 
child. This committee was appointed 
by Dr. J. L. Morrill, President of the 
University of Minnesota, to increase 
the effectiveness of work with the 
handicapped throughout the state. 


The Minnesota Speech Clinicians 
Association held two meetings on Oc- 
tober 24-25 in Minneapolis in conjunc- 
tion with the M. E. A. convention. Dr. 
C. Van Riper, Director of the Speech 
Clinic Western Michigan College of 
Education, spoke at one meeting on 
‘Articulatory Problems in the Class- 
room’ and on ‘Stuttering’ at the second 
meeting. 


The University of Minnesota Clinic 
has moved to new quarters on the 
campus into 22 Shevlin Hall where 
extensive changes and redecorating are 
being made. 


During the 1947 Summer Session 
the Departments of Speech, Psych- 
ology, and Otolaryngology of the State 
University of Iowa will again offer 
a four weeks intensive course in Au- 
diometry and the Selection of Hearing 
Aids. Supplementary lectures will be 
offered by members of the Univer- 
sity staff in Lip Reading, the Psych- 
ology of the Acoustically Handi- 
capped, Public School Hearing Con- 
servation, Speech for the Hard of 
Hearing and Anatomy of the Ear, 
Nose, and Throat. 

A series .of week-end lectures and 
round table discussions on various 
aspects of hearing conservation will 
be featured as a part of the summer 
program. Mrs. Spencer Tracy, Direc- 
tor of the John Tracy Clinic, Los 
Angeles; Dr. Helen Lane, Principal, 

(Continud on Page 110) 
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The Stutterer Acts It Out 


HIS ARTICLE is a report of 

clinical experience with psycho- 
drama, using 20 students, 17 men and 
3 women aged 16 to 35 years, attend- 
ing the Evening Session Speech Clinic 
of Brooklyn College, which is at- 
tended by college students and non- 
students from the community. The 
cases, grouped according to age as well 
as speech defect, met 2 hours a week 
in classes of four or five. Of the 20 
subjects used in this study, 16 at- 
tended for 18 weeks and four for 36 
weeks. 

The recom which was used had com- 
fortable chairs, a couch, phonograph 
and a piano. One end of the room was 
used as the stage, and the furniture 
could be easily moved about, so that 
one could improvise almost any type 
of set-up (home, office, school room, 
etc. ). 

The writer was the only one in the 
clinic using psychodramatic treatment 
of stutterers. The students acted as 
auxiliary egos up to the point where 
the acting out of the individual’s spe- 
cific problem was started; then four 
trained auxiliary egos, three women 
and one man, participated in the 
psychodramatic session. For the most 
part the stutterers were their own 
audience. Sometimes teachers were in- 
vited to witness a session. 

The attempt was made to have a 
consulting psychologist or psychiatrist 
participate in the experiment, but the 
evening hours made it inconvenient 
for one to attend. It is to be recom- 
mended most definitely, however, that 
a psychologist or psychiatrist work 
side by side with the speech clinician 
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in the use of the psychodramatic 
technique. 


I 
We think of drama, for the most 
part, as entertainment, a stimulus 


for the spectators, or in the Aristo- 
telian sense, ‘a means of purify- 
ing the spectator by artistically ex- 
citing certain emotions which act as 
a homeopathic relief from the indi- 
vidual’s own selfish passions’ (3). 
When he has given vent to his feel- 
ings, Aristotle claims that he has ex- 
perienced a catharsis. 

With this idea of catharsis in mind, 
we shall consider the possible thera- 
peutic value of drama, this time mak- 
ing the actor and not the spectator 
feel the impact of the mental catharsis. 

From, the years 1910 through 1920, 
Dr. J. I.. Moreno, a Viennese psychia- 
trist, experimented with socially mal- 
adjusted children, allowing them to 
act out their problems. The techniques 
which he used then, we know today as 
improvised drama, or creative dra- 
matics. He assisted the children in 
finding a plot suitable to act out, then 
they would improvise the lines and 
actions to go with it. In these im- 
promptu plays, the roles the children 
were given reflected the real life situa- 
tions which they encountered each day 
(fighting with sister, being naughty 
in school, disobeying mother, etc.). 
The psychiatrist carefully chose situa- 
tions in which the child was likely to 
give him an appreciation of what was 
the root of his difficulty. As he ob- 
served the behavior of the children, he 
noticed that the greater the number 
of roles, and the more complex they 
became, the less appropriate it was to 
use the term playing to describe these 
situations. In these situations the chil- 
dren tended unconsciously to compen- 
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sate for their frustrations, and with 
the release of their emotions they ex- 
perienced a catharsis. When this tech- 
nique was developed, the word ‘drama’ 
was substituted. But the word ‘drama’ 
still seemed to imply a poetic fictional 
product; therefore the qualifying pre- 
fix ‘psycho,’ was added: psycho- 
drama, psychodrama. 

Now one might ask, ‘What is the 
difference between psychodrama and 
creative dramatics ?” 

According to Winifred Ward (11), 
the main purpose of creative dramatics 
is to formulate a play to be written, 
acted and produced by the children. 
Here the result is an artistic presenta- 
tion of what the children have created 
themselves, with the guidance of the 
director. However, this does not neces- 
sarily imply that the play will be pro- 
duced before an audience, but merely 
that the end result is a creative play, 
the work of the children, where they 
have had every opportunity to express 
their histrionic abilities and also be 
entertained while doing it. Whereas 
in psychodrama, we find, ‘it is a form 
of drama in which the situations and 
roles, whether real or symbolic . . . re- 
flect the actual life problems of the 
persons acting and are not the work 
of a playwright’ (3). Nor are these 
situations created for anyone’s enter- 
tainment. In creative dramatics, the 
situations or plots used are re-enacted 
each time by different children, until 
the one who best suits the role is giv- 
en it. Whereas in psychodrama, the 
immediate improvised situation is the 
important factor; there is no need to 
repeat it over again, because during 
this situation the individual has had 
the chance to release his troubled 
thoughts, baring his difficulty to the 
observing psychiatrist (6). 

As Moreno further experimented 
with psychodrama, he began to see its 
therapeutic possibilities, and he started 
to work with mental cases to see if he 
could relieve their tortured minds by 
making them act out their difficulties. 
In this experimentation, he found that 


the psychodramatic therapy could pro- 
duce a mental catharsis in the in- 
dividual, and he felt keenly that in or- 
der for a person to purge himself of 
his peculiar delusions and _ hallucina- 
tions, it was necessary for him to ex- 
perience a mental catharsis (5, 7, 8). 


II 

Now that we have a brief summary 
of the purpose of the psychodrama, 
we shall be concerned in this article 
with showing how the psychodramatic 
techniques free the individual from 
those psychosomatic blocks which in- 
hibit his speech. 

‘Stuttering is characterized by sud- 
den, frequent tonic and clonic spasms 
(usually limited to the neuromuscular 
mechanism of speech, but sometimes 
spreading to other somatic nervous 
and muscular systems) during which 
the flow of speech is interrupted’ (12, 
54). ; 

From primitive times to the con- 
temporary period, legend and myth 
have given expression to the realiza- 
tion that power and importance of 
station can act as a wonderful thera- 
peutic aid in the correction of man’s 
psychological and, at times, physiologi- 
cal ailments. An outstanding biblical 
example comes to mind: Moses the 
Stutterer becomes Moses the Leader 
and Lawgiver of a powerful federa- 
tion of tribes. When he assumes the 
position of leader, his speech blocks 
become negligible. 

For many years the stutterer has 
been the greatest enigma to the speech 
clinician. Many different theories as to 
the etiology of stuttering have been 
advanced (2, 9). Stanley Ainsworth 
(1), has classified the many different 
theories into three categories: the de- 
velopmental, the dysphemic, and the 
neurotic or psychoneurotic. Those who 
advance the developmental theories, 
believe that the stutterer is constituted 
physiologically and psychologically the 
same as the non-stutterer, but that 
during his development he acquired 
his speech difficulty. The dysphemic 
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PSYCHODRAMA AND STUTTERING 


theories claim that the problem lies in 
biochemical, neurological, or physio- 
logical conditions, and is probably due 
to biogenic disorders or factors. The 
neurotic or psychoneurotic theories, 
which are the most widely held, par- 
ticularly in the medical field, pre- 
suppose a social maladjustment result- 
ing from emotional disturbances. 

We are concerned in this article 
with the third aspect of stuttering. 
From the third point of view, it seems 
to us that the type or degree of stut- 
tering must be taken into account. 
Here again, it might be best to classi- 
fy the stutterer according to his de- 
gree of maladjustment when meeting 
the various conflict situations. For 
the sake of convenience, we shall re- 
fer to perpetual, cyclical, and situa- 
tional stutterers. Although there is a 
great overlapping of these classes, 
stutterers vary among themselves. Per- 
petual stutterers stutter with almost 
every attempt to speak. Some others 
are like the perpetual stutterers, ex- 
cept there are periods when they are 
free from stuttering (cyclical). Then 
there are those who stutter only in ad- 
verse social situations (situational). 

Here it must be understood that we 
are not talking about severity when it 
occurs, but the manifestation or con- 
tinuity of manifestation; because one 
of these so-called situational stutter- 
ers may when he stutters be a very 
severe stutterer, and one who is a 
perpetual stutterer may not be a severe 
stutterer. - 

Stutterers that showed any or all of 
these three manifestations of social 
maladjustment were treated through 
the medium of psychodrama. 


III 

Usually the stutterer is shy and 
retiring, fearing the meeting of new 
people and new situations. His lack 
of confidence and insecurity is evi- 
denced by his desire to be incon- 
spicuous and soft-spoken. Most of the 
time he refrains from speaking in an 
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attempt to escape the embarrassment 
of stuttering. He will often recast his 
sentence to avoid certain words which 
he finds difficult to say, and therefore 
he will participate in few social situa- 
tions. 

Stuttering appears to be a self- 
abasive technique, because the stutter- 
er is ‘submitting to a lower dominance 
status and giving in response to solici- 
tation’ (10, 36, 37). Although his 
stuttering is embarrassing to him, he 
is willing, most of the time, to appear 
different and even be a social misfit 
in order to arouse the attention of the 
parent or people he is closely associ- 
ated with, in a desire for love, suc- 
corance and protection. By stuttering, 
he may sacrifice his own original goals, 
but he gains instead other satiation: 
For example, the child who gets the 
fixation that his parents do not love 
him, draws attention to himself by 
stuttering, and finds what he thinks 
is love from his parents, who now 
feel sorry for their stuttering child. 
When he becomes frustrated, his feel- 
ings and repressed hostility, are chan- 
nelled more definitely into the vari- 
ous Freudian dynamisms. The ugly 
child will sometimes stutter and blame 
her unpopularity on her speech handi- 
cap (displacement). The child who is 
a poor student starts to stutter and 
claims that his teacher doesn’t like 
him (projection). The young fellow 
who has to give up his high school 
education in order to support his 
mother starts to stutter and becomes 
oversolicitous of his mother’s health 
(reaction formation). 

The stutterer, when confronted with 
conflict situations, usually analyzes 
them subconsciously in terms of the 
dynamisms which are the active agents 
in his own behavior. 

What are some of these conflict 
situations in which the stutterer finds 
himself ‘at ease, and in which ones does 
he find himself ill at ease? 

The stutterer will feel socially ade- 
quate and uninhibited when he talks 
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to children, whispers, reads aloud to 
himself, sings, and reads in concert. 
In these situations he rarely stutters, 
seeming to have complete control of 
himself. 

He finds difficulty in adverse social 
situations where he has to create a 
favorable impression or show his in- 
tellectual ability and savoir faire. 
Probably the largest percentage of 
stutterers would be those who stutter 
only in adverse social situations. 

‘An analysis of these phenomena 
suggests that any situation which calls 
the patient’s attention and that of the 
auditor to his speech, causes the 
dysphemia to become worse. Situa- 
tions in which it is necessary for him 
to make a favorable social impression 
are difficult for him, since such im- 
pressions are made largely by speech. 
... When a patient is free from fear, 
he may be able to talk without stut- 
tering, whether the freedom is 
achieved by (1) removing him from 
situations that arouse the emotion, (2) 
getting him intoxicated so that he does 
not realize the potentialities of the 
situations, or (3) arousing some other 
emotion such as anger, hate or amuse- 
ment’ (12, 55). 

When the patient experiences a 
feeling of inferiority, the psycho- 
analyst can often find out the cause 
for these anxieties and fears, but that 
does not necessarily mean that the per- 
son is able to cope with his problem 
after the psychoanalysis is completed. 
It is here that the psychodrama plays 
its greatest role, helping the stutterer 
to establish a new behavior pattern 
and to charge his habits of emotional 
readjustment to these adverse social 
situations. 

In other words, when the stutterer 
meets a new person, his habit is to 
be subjective and obsequious. When 
the stutterer is trained he becomes ag- 
gressive and objective. 


IV 


At the begining of the treatment, 
each stutterer submitted an autobi- 





ography which included what he 
thought were his most difficult speech 
situations. In addition he submitted a 
weekly diary relating specific difficul- 
ties encountered. 

During the course of treatment, 
lasting approximately eighteen weeks, 
four conferences were held with each 
student. Here an attempt was made 
to understand the individual’s progress 
as well as his problem. Aside from 
these practices, the eighteen-week 
period was divided into four varia- 
tions of the psychodrama. 

The first three weeks, the students 
experienced a ‘warming up period’ 
(4), which consisted of singing songs, 
playing tag, charades, pantomiming 
skits, shuffle board, and pitching horse 
shoes, all in a group situation. 

The following six weeks, the stu- 
dents acted out a series of miscel- 
laneous situations. Each student in 
turn portrayed his mother, father, 
sister, brother, wife, husband, boss, 
school teacher, and anyone else with 
whom he was closely associated. The 
situations were everyday life situa- 
tions such as having a disagreement 
with a fellow employee, being inter- 
viewed for a job, quarrelling with 
mother, etc. The students took the 
part of auxiliary egos. An auxiliary 
ego is ‘a person whose function it is 
to live through the subjectivity of the 
patient himself with all the patient’s 
expressions as far as organic limita- 
tions go’ (4). 

After the initial period of psycho- 
drama, draméatizations specifically 
aimed at the solution of the person’s 
problem were planned, using the 
knowledge gained during the second 
phase of the method, plus the infor- 
mation from the autobiographical 
material and interviews. These drama- 
tizations concerned the highly emo- 
tional situations in the student’s life. 

The students informed the clinician 


of prospective situations of stress over" 


which they were apprehensive. These 
situations were also acted out using 
psychodramatic technique. 
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PSYCHODRAMA AND STUTTERING 


The first phase, the warming up 
period, involved the use of projective 
techniques which served to acquaint 
one student with another in an un- 
restrained play atmosphere. The first 
appraisals of the personality were 
made at this early stage. 

The second phase, involving the 
acting out of miscellaneous situations, 
attempted to get the content of the 
problems the stutterer faced in all 


social situations in which they used 
speech. 
* During the third phase, specific 


dramatizations, the students proved to 
themselves by acting out their stress 
situations they could rid themselves 
of their emotional blocks. 

In the fourth phase, applying train- 
ing to real life situations, students be- 
gan to report that this technique was 
successful in adjusting them to speech 
situations outside the clinic. 

At the termination of treatment, 
there was a marked improvement in 
the type of personality adjustment, 
and an increased skill in handling 
speech situations in the clinic. In ad- 
dition, the students’ testimony indi- 
cated a carry-over of security feel- 
ings to speech situations outside the 
clinic. 

The psychodrama, or something 
that took place during the psycho- 
drama, has been of significant value 
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in helping to bare the environmental 
stresses which might have precipitated 
stuttering, and has been an excellent 
medium for reeducating the stutterer 
and adjusting him to his environment. 
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News and Announcements 


(Continued from Page 104) 


Central Institute for the Deaf, St. 
Louis; Dr. Werner Mueller, Asso- 
ciate in Otolaryngology, Massachusetts 
Eye and Ear Infirmary, Boston, and 
Harvard Medical School; and Dr. 
Martin F. Palmer, Director. the In- 
stitute of Logopedics, The Municipal 
University of Wichita, will be the 
speakers. 

Inquiries may be addressed to: 
Jacqueline Keaster, Assistant Profes- 
sor, Speech and Otology, The Psycho- 
logical and Speech Clinic, State Uni- 
versity of Iowa, Iowa City, Iowa. ~ 


The International Council for Ex- 
ceptional Children will hold its an- 
nual meeting in Ottawa, Ontario, on 
May 12, 13 and 14. This Association 
is affiliated with the National Educa- 
.tion Association. Requests for hotel 
reservations should be directed to Mr. 
Clarence Sparling, 330 Gilmour Street, 
Ottawa. 


A clinic for the treatment of chil- 
dren suffering from cerebral palsy has 
been established reecntly at the Lenox 
Hill Hospital, East 76th Street, New 
York City. Dr. H. Lawrence Dowd, 
President of the Pediatric Foundation, 
is in charge. Dr. Mary Wehe Huber 
conducts the speech clinic. 








The Tennessee Society for Crippled 
Children and Disabled Adults an- 
nounces that recent developments in 
the State program have created sev- 
eral openings for speech correctionists. 
A speech and hearing specialist is 
needed at the Memphis Speech and 
Hearing Center who must be able to 
do both case work and teacher train- 
ing. Two speech correctionists are 
needed in the Chattanooga Public 
Schools and one is needed in the 
Knoxville Public Schools. The posi- 
tion of speech correctionist in the 
school at the Oak Ridge Project is al- 


so open. Inquiries should be addressed 
to Miss Billie Vliet Keefe, Executive 
Secretary, Tennessee Society for Crip- 
pled Children and Disabled Adults, 
Inc., 216 Vendome Building, Nash- 
ville 3, Tennessee. 


The Central States Speech Associa- 
tion Convention will be held at 
Columbia, Missouri, April 18-19. This 
will be the first Central States Speech 
Association convention since 1941. 
The President of the Association is 
Professor D. W. Morris, Ohio State 
University, and the Executive Secre- 
tary is Wayne Thompson, University 
of Missouri. The Executive Council 
is made up of Charles P. Green, Uni- 
versity of Oklahoma, Orville A. Hitch- 
cock, University of Iowa, and James 
H. McBurney, Northwestern Univer- 
sity. The convention will be devoted 
to speech problems of the elementary, 
secondary, and collegiate levels, and 
the program will include sectional 
meetings on rhetoric and oratory, dra- 
matics, debate, interpretation, speech 
correction, and radio. 

On September 1945, The Children’s 
Hospital, Denver, Colorado, opened 
the Cerebral Palsy Clinic under the 
direction of Mrs. Juliette M. Gratke. 
Over 200 patients have been registered 
to date. Any child from the Rocky 
Mountain area may be referred to the 
clinic by his physician for diagnosis 
and treatment. The Clinic is equipped 
to give physical, occupational, and 
speech therapy and the services of the 
entire hospital are available. Monthly 
diagnostic clinics are held with a 
neurologist, a pediatrician, an ortho- 
pedist, and a psychiatrist as well as 
the various therapists of the staff in 
attendance. A close association is 
maintained with the Speech Clinic of 
the University of Denver under Dr. 

(Continued on Page 124) 
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The History and Principles 
of Obturator Design 


HE SPEECH pathologist is con- 

cerned with the proper function- 
ing of the muscles and the structures 
associated with correct closure of the 
naso-pharynx. A failure of these 
structures to perform correctly results 
in nasal quality of all phonated sounds 
and the distortion, and often com- 


plete failure in production, of plosive 


and sibilant sounds. In some cases, 
this condition is only functional; in 
other cases it is organic. Of the or- 
ganic causes, the most important is 
cleft palate. 

There are two methods of treating 
cleft palate: by surgery and by dental 
prosthesis. Surgical treatment is the 
more desirable of the two but fre- 
quently cannot be performed success- 
fully. Patients whose oral structures 
make successful surgery impossible 
can turn to the prosthetic dentist for 
treatment. 

Prosthetic appliances, called obtura- 
tors, have been used for many years 
and have assumed many shapes. They 
are currently constructed in such a 
way as to aid the pharyngeal and 
palatal muscles in securing closure oi 
the naso-pharyngeal port. These ap- 
pliances have been based on many 
principles from their beginning to the 
present day. We will discuss only 
those appliances of outstanding im- 
portance and interest. 





*An abstract of a thesis written in par- 
tial fulfillment of the requirements for the 
Master of Arts degree and supervised by 
Dr. Charles R. Strother of the State Uni- 
versity of Iowa. For complete bibliography, 
see The Journal of Speech Disorders, 1946, 
11, 189-190. The author is a member of the 
staff of the Department of Written and 
Spoken English, Michigan State College. 
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James H. Platt* 


I 


Obturators are commonly thought 
of, today, as being appliances used in 
treatment of congenital cleft palate. 
Oddly enough, the obturator was 
originally introduced to stop up the 
openings caused by bullets passing 
through the hard palates of soldiers. 
According to Segre (14, 865), Pet- 
ronius first attempted to solve the 
problem, in the year 1530, by stuffing 
the perforation with wax, cotton-wool 
or oakum, a loose fiber material which 
was obtained by untwisting hemp rope. 

Also, during this period, no ade- 
quate way had been discovered to cope 
with clefts caused by syphilis. There 
are many references to cases in which 
syphilis attacked the osseous and 
membranous tissues of the palate, 
causing a sloughing away of the af- 
fected portions. The obturator awoke 
new hopes in those suffering from this 
ailment. 

In 1557 Renner, as reported by 
Segre (14, 865), developed a type of 
obturator that could be made of 
leather, silver, gold, or ivory. The first 
definite description and sketches that 
have been found were those by the 
famous French surgeon, Ambroise 
Paré. His description appeared in a 
publication in 1541 and, according to 
Kingsley (9, 362), was as follows: 

Many times it happeneth that, a portion 
or part of the bone of the palate being 
broken with the shot of a gun, or corroded 
by the virulency of the Lues Venerea, falls 
away, which makes the patients to whom 
this happeneth that they cannot pronounce 
their words distinctly, but obscurely and 
snuffling; therefore I have thought it a 
thing worthy the labour to show how it 
may be helped by art. It must be done by 
filling the cavity of the palate with a plate 


of silver or gold a little bigger than the 
cavity itself. But it must be as big as a 
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FicurE 1. Obturators by Paré, 1541. (After Kingsley.) 


French crown, and made like unto a dish 
in figure, and on the upper side, which shall 
be towards the brain, a little sponge must 
be fastened, which, when it is moistened 
with the moisture distilling from the brain, 
will become more swollen and puffed up, 
so that it will fill the concavity of the pal- 
ate, that the artificial palate cannot fall 
down, but stand fast and firm, as if it 
stood of itself. 

The sponge type of obturator des- 
cribed by Paré and _ illustrated in 
Figure 1 (a), was very unpleasant to 
the wearer. Later, Paré developed a 
cleaner type of appliance. The second 
model, shown in Figure 1 (b), was 
similar to a cuff button. The smaller 
coin-like part (b) was introduced into 
the nasal cavity and attached to the 
projection of the stud portion (b’) 
that was inserted through the palatal 
opening from the oral cavity. In this 
way, the nasal portion clamped the 
appliance by resting upon the nasal 
floor and holding the oral portion up 
against the orifice in the hard palate 
(14, 867). These appliances only pre- 


vented material in the mouth from en- 
tering the nasal cavity and nasal secre- 
tions from invading the oral cavity 


“since they were restricted to the hard 


palate. 

The next major change came in 
1756 when Fauchard constructed five 
obturators. Fauchard’s appliances were 
similar to those of Paré’s in that an- 
chorage was obtained at the cleft it- 
self. Fauchard’s ‘wing obturators’ 
were of all metal construction with a 
convex superior surface and concave 
inferior surface. Extending through 
the summit of the plate was a screw 
to which two wing-like projections 
were attached superiorly. The in- 
ferior end of the screw terminated 
in the concave oral portion of the plate 
to which was attached a small, square 
head. Before the obturator was in- 
serted into the mouth, the wing-like 
projections were folded together. ‘The 
plate extended through the cleft and 
the folded wings came slightly above 
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Ficure 2. Obturator by Fauchard, 1756. (After Kingsley.) 
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OBTURATOR DESIGN 


the level of the nasal floor. Upon turn- 
ing the square screw head, the wings 
spread laterally and rested on the floor 
of the nasal passage, thus suspend- 
ing the obturator from the sides of 
the cleft in a somewhat rigid position. 
The inferior wing surfaces were cov- 
ered with sponge as a protection for 
the mucous tissues covering the nasal 
floor (9, 364). This system of ancho- 
rage is seldom used since it tends to 
enlarge the cleft because of the pres- 
sure of the obturator against the fis- 
sure edges (14, 867). 

The danger of this anchorage was 
recognized by Bourdet who published 
a treatise in 1756 in which he recom- 
mended an alternative. Bourdet be- 
lieved that an obturator should be 
made of thin sheet metal and should 
be supported with silk ligatures at- 
tached to lateral teeth. Although Bour- 
det’s principle was noteworthy, his 
method proved to be unsatisfactory 
since the silk cords were frequently 
broken, necessitating replacement, be- 
sides being uncomfortable to the wear- 
er. According to Segre (14), the silk 
threads pressed under the flesh adja- 
cent to the teeth, cracked the. teeth 
and never produced satisfactory clos- 
ure. 

It was not until 1820, sixty years 
after Bourdet’s recommendation, that 
the most satisfactory and generally 
used method of anchorage was de- 
veloped. M. Delabarre, who agreed 
with the Bourdet principle. substituted 
metal bands for silk threads. These 
bands were attached to the obturator 
by wire which extended laterally 
where the bands were clamped to 
teeth. Since that time, metal bands 
have been used, whenever possible, not 
only to support obturators but dental 
plates as well. 

Obturators, until this time, had been 
used almost entirely for minor palatal 
perforations. Nothing was done for 
congenital cleft palates. IL ittle was 
known about the action of the soft 
palate, so attention had been concen- 
trated on the deformities and injuries 
of the hard palate. 
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II 

Delabarre, shortly after develop- 
ing his new system of anchorage, . 
constructed the first artificial velum 
in the history of prosthetic den- . 
tistry. This appliance was built for 
a case of syphilitic origin. According 
to the description of the case, the en- 
tire hard and soft palates had been 
destroyed, together with most of the 
teeth. This necessitated a combination 
of denture, obturator and _ artificial 

















Ficure 3. Obturator by Delabarre, 1820. 
(After Kingsley.) 

velum. The apparatus consisted of 
mineral teeth set in a platinum base 
and ‘sustained in situ by a spring con- 
necting with a skeleton frame resting 
upon the lower teeth; restoring to a 
certain degree, the form of the lost 
structures...’ (8, 1). 

It will be seen in the drawing of 
Delabarre’s velum (Figure 4) that 
there was a series of compound levers 
on the superior surface connecting 
the. trap door with the movable velum 
(8, 2). Since the velum had to be op- 
erated with the tongue tip pressing 
against the trap door, this would in- 
terfer with the linguadentals t, and d, 
the semi-vowel r, the fricatives s, 2, 
sh and the voiced and voiceless th, 
and certain of the vowel sounds. At 
best, speech with this instrument 
would be very slow and deliberate. 
Nevertheless, this artificial velum is 
important insofar as it opened up a 
new field of thought in cleft palate 
closure. 

The first teference to prosthetic 
treatment of congenital cleft of the 
palate is in the year 1823, when Snell 
of London constructed an artificial 
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Vicure 4. Artificial Velum by Delabarre, 
1820. (After Kingsley.) 


velum for this type of disorder. Snell 
(16, 61) was the first to suggest the 
obtaining of a model of the mouth for 
prosthetic construction. 

Snell’s first case was a young lady 
who had a medial congenital cleft of 
the hard and soft palates. Snell ob- 
tained a model of the defective parts 
and made a gold plate obturator. 
The obturator portion extended as far 
back as could be tolerated by the pa- 
tient. Two flaps of India-rubber were 
fastened to the posterior edge of the 
plate portion and a small piece of 
rubber was fastened, by means of a 
gold hinge, to one of the flaps. This 
served as a uvula. A piece of ivory 
was attached to the posterior edge of 
the plate and extended superiorly to 
fasten to the exposed nasal septum. 
This aided in supporting the appli- 
ance. Anchorage was further obtained 
by means of two gold springs which 
were soldered to the obturator, or 
plate portion, and fixed to upper 
molars on each side of the oral cavity. 
Tt is doubtful that Snell’s appliance 
did more than hang within the oral 
pharynx. 

Numerous articles in the various 
publications during this period claimed 


satisfactory results of prosthetic aids 
for cleft palate. However, nothing had 
been or was being done in the scien- 
tific study of phonetics. Because: of 
comments in later publications con- 
cerning the results of appliances de- 
signed at this time, it seems probable 
that the slightest noticeable change in 
voice quality obtained with obturators 
merited praise for the dentist, surgeon 
or physician. As improvements were 
made in the various appliances and 
more satisfactory results were ob- 
tained, the standards of quality were 
raised. For this reason, little confi- 
dence can -be placed in claims of 
results obtained with early obturators 
and artificial vela. 

In the early 1840's, a young doctor 
from Springfield, Massachusetts, de- 
veloped an artificial velum. This young 
physician, Dr. Stearn, was unfamiliar 
with prosthetic techniques of the time. 
He was, himself, handicapped by a 
cleft which was limited to the soft 
palate. Two or three attempts had 
been made to repair the deformity by 
surgery, all being unsuccessful. Dr. 
Stearn chanced to make the acquaint- 
ance of Mr. Goodyear who was ex- 
perimenting with vulcanization of 
rubber. Stearn became interested in 
Goodyear’s work and decided to take 
upon himself the task of building an 
artificial velum for his own use. Be- 
cause of the elastic nature of vulca- 
nized rubber, he chose this material 
for his appliance. 

Dr. Stearn, in constructing his arti- 
ficial velum, began by carving a mould 
out of a wood block. It was in this 
mould that the rubber velum was to 
be vulcanized. He took impressions of 
various parts of the oral cavity with 
soft wax introduced into the mouth 
by means of a stick. These impressions 
gave him some idea as to how the 
various parts of the mould should be 
shaped. Stearn’s artificial velum 
(Figure 5) was constructed of gold 
and vulcanized rubber (14, 868; 8, 6). 
The portion designated as MN was 
gold plate which continued on the side 
of the ragged edges of the cleft until 
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OBTURATOR DESIGN 


it was clasped to teeth on each side 
of the mouth. The rubber flaps formed 
the grooves GG which were occupied 
by the remainder of the natural palate. 
The broad lower edge was suspended 
in the pharynx, provision being made 
for the approximation of the side of 
the fissure and for contractile muscu- 
lar action by the slitting of the body 
of the appliance up the center. This 
also permitted sound to escape through 
the slit. The valve or flap, designated 
by VLV, covered the slit. 

On the nasal side, a gold spring, .F, 
supported the valve firmly against the 
body of the appliance. Curved rubber 
parts, marked FFF and SS, gave 
stability and filled out the velum while 
the musculature was relaxed. Thus, 
the apparatus was constructed in a 
way that permitted its action to be 
controlled by muscles adjacent to it. 

Dr. Norman W. Kingsley of New 
York City met Dr. Stearn and became 
interested in his appliance. Kingsley, 
after observing the change in quality 
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of Stearn’s speech, became convinced 
of the advantages of the artificial 
velum. Using Stearn’s artificial velum 
as a beginning, Kingsley set about 
to simplify it. His completed appli- 
ance operated in much the same way 
as Stearn’s. Kingsley later improved 
his model by simplifying its construc- 
tion and reducing its weight (14, 869). 
It consisted of a thin rubber apron 
attached to the posterior edge of the 
metal plate. The apron terminated in 
a thin edge which adapted itself to the 
pharyngeal structures. The apron re- 
quired changing after a time since 
oral secretions tended to deteriorate 
the rubber which gradually lost its 
shape and elasticity. 

Kingsley emphasized the distinction 
between congenital and acquired clefts. 
He pointed out that patients with 
congenital clefts sometimes require 
years to overcome their speech dis- 
orders even with the best-fitted ap- 
paratus. On the other hand, he stated 
that the accidental lesion requires a 
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a. Oral Side 


b. ‘Nasal Side 


Ficure 5. Artificial Velum by Stearn, 1840. (After Segre and Kingsley.) ‘The action of 
the artificial velum, when subject to muscular movement, would be, that the sides 
marked GG would lap over and slide upon each other in the act of deglutition so 
easily and readily as not to irritate the surrounding structures.’ (8, 5-6) 
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more simple appliance and_ speech 
often returns to normal with the initial 
introduction of the appliance. Accord- 
ing to MacFarlane (11, 109), Kings- 
ley was the first dentist to make his 
moulds of metal. 

In 1869, an important discovery was 
made that, many years’ later, played 
an important part in the design and 
construction of the rigid obturator. 
This discovery placed more import- 
ance on the later Stiersen appliances. 
Dr. Passavant, a Frenchman, after 
examining many patients with con- 
- genital cleft palate, observed a small 
shelf-like projection extending an- 
teriorly from the posterior pharyngeal 
wail during phonation. Passavant was 
certain that this projection played 
necessary part.in normal speech. Re- 
garding his observation, he wrote—as 
translated by Townshend (17, 154- 
155) : 


In a previous paper I have tried to prove 
that the free communication between buccal 
and nasal cavities is closed on pronuncia- 
tion of every letter except the nasal sounds. 

have now to discuss how this closure 
comes about and the muscles which pro- 
duce it. 


On observation of a person with a cleft 
palate in a good light the following can be 
seen. As long as the two halves of the pal- 
ate are relaxed the posterior pharyngeal 
wall is smooth apart from small uneven- 
ness. If the person is asked to articulate ‘2’, 
these changes are to be seen. The two sides 
of the palate are somewhat raised and 
turned backwards, so that the bases of the 
halves of the uvula approach the posterior 
pharyngeal wall. At the same time the lower 
part of the pharynx is elevated though the 
highest part of the posterior wall does not 
move. On the posterior pharyngeal wall at 
the level of the base of the uvula a ‘cross- 
roll’ is formed. From this ‘cross-roll’ folds 
radiate to the ostia of the Eustachian tubes. 
At the same time the two lateral pharyn- 
geal walls approach each other. This ‘cross- 
roll’ is of the greatest importance for 
speech: it has nothing to do with cleft pal- 
ate and is a physiological process. For every 
word we speak it is an essential condition 
for normal pronunciation as it produces 
closure of the palate; otherwise a nasal 
pronunciation occurs. 


In normal people it is most difficult to 
see, but it may be seen by passing a spatula 
behind the palate and pulling it forward; 
but at the same time the muscles elevating 
the palate must work as they are associated 


with the formation of the ‘cross-roll’ on the 
posterior pharyngeal wall. The closure of 
the palate therefore is caused partly by the 
approach of the soft palate to the posterior 
pharyngeal wall, and partly by the approach 
of the posterior pharyngeal wall to the pal- 
ate. 

The ‘cross-roll’ would be formed either 
by a pull in an upward direction, that is a 
shortening of the pharynx in this direction 
would cause the formation of a fold, or by 
a pull in a lateral direction, im which case 
the ‘cross-roll’ would be formed by a con- 
tracting muscle. 

As the mucous membrane of the pharynx 
is very closely connected with the under- 
lying muscles the swelling must contain 
BETS. Gass 


Few paid any direct attention to 
Passavant’s discovery until many years 
later. Dr. Stiersen, however, who had 
previously taken an interest in cleft 
palate prosthesis, developed his ap- 
pliance in accordance with the muscle 
action described by Passavant. Siier- 
sen, with his obturator, introduced a 


new theory of prosthesis for cleft 


palate treatment. He said as reported 
by Baker (1, 180-181) : 

In order to be able to pronounce all let- 
ters distinctly, it is accordingly necessary to 
separate the cavity of the mouth from the 
cavity of the nose by means of muscular 
motion. That separation is, under normal 
conditions, effected, on the one hand by the 
velum palati; but, on the other hand, also 
by a muscle ‘which, to my knowledge, has, 
in connection with ‘their operations, not yet 
received a sufficient amount of attention,— 
I mean the constrictor pharyngeus superior. 
This muscle contracts itself during utter- 
ance of every letter pronounced without a 
nasal sound, just as the levator palati does. 
The constrictor muscle contracts the cavuin 
pharyngo-palatum, the pharynx wall bulg- 
ing out; and it is chiefly on the action of 
this muscle that I base the system of my 
artificial palates. 

These palates, which in all their parts are 
made of hard caoutchouc, consist of a tooth 
plate suitably attached to existing teeth, and 
which, at the same time, covers the fissure 
in the hard palate, if such a fissure exists. 
Where the fissure commences in the velum, 
that plate terminates in an apophysis broad 
enough for filling up the defect. This apo- 
physis is at the same time of such thick- 
ness as to keep up a contact between the 
high edges forming the sides of the apo- 
physis and the two halves of the velum, 
even when the levator palati is in activity. 
To bring about this contact the more surely, 
the high edges forming the sides do not 
rise straight, but obliquely towards the out- 
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side. The lower surface of the apophysis,— 
turned towards the mouth, lies on about an 
equal level with the velum, if the latter is 
raised by the levator palati. But when the 
velum hangs loosely downward, the back 
part accordingly fills up the cavum pharyn- 
go-palatum, and in such a manner as not 
to impede the entrance of the air into the 
cavity of the nose when the constrictor 
pharyngeus superior is inactive. Thus the 
patients can, without an impediment, 
breathe through the nose. But as soon as 
the constrictor contracts the cavum pharyn- 
go-palati . . . , the muscle already named 
reclines against the vertical back surfaces 
of the obturator... . 


Stiersen constructed his obturators 
only in relation to the superior con- 
strictor muscle, overlooking the ten- 
sor palati as a muscle of much im- 
portance. A former student of Sier- 
sen’s, Dr. Weber (19, 290), described 
the construction of Stiersen’s obtura- 
tor as follows: A plaster model was 
first made with a wire loop extending 
posteriorly from the,back edge. The 
lcop approximated the level of the 
Ridge of Passavant. This loop was 
then filled with a mass of warm 
gutta-percha and the model was in- 
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troduced in position in the mouth. The 
patient was asked to talk, turn his 
head from -side to side and to raise 
and lower it. The pharyngeal struc- 
tures made impressions in the soft 
gutta-percha. From this model, the 
finished appliance was made. 

The steps in the construction of 
the Stiersen obturator are better un- 
derstood by observing the drawings in 
Figure 6 (18, 290-293). The com- 
pleted plate with the loop of wire ex- 
tending posteriorly before being cov- 
eretl with gutta-percha is shown in 
(a); the completed obturator with 
bulb attached in (b); the appliance 
with wire loop in position of the trial 
fitting before applicaton of the gutta- 
percha is shown in (c). Stersen’s 
method, called ‘muscle trimming,’ is 
used in obturator construction today. 

One of the most important princi- 
ples of speech training of patients 
wearing obturators gradually unfolded 
itself with the increased practice of 
prosthetics. Even in modern times, 
laymen sometimes expect wonders 



































Ficure 6. Obturator by Siiersen, 1868. (After Weber.) 
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Ficure 7. Baker’s Appliance, 1880. (After Baker.) 


when an appliance is first introduced 
into the mouth of the cleft palate 
patient. In 1880, H. A. Baker (1, 179), 
a lecturer on oral deformities at the 
Boston Dental College, read a paper 
before the Massachusetts Dental So- 
ciety in which he said: 

A case of accidental cleft palate may be 
successfully treated with a very simple ap- 
pliance, while the same amount of skill ex- 
ercised on a congenital cleft palate would 
have no beneficial result. This may be ac- 
counted for by the fact that in the former 
case the patient had learned to articulate 
distinctly and use the organs of speech effi- 
ciently and correctly, while persons who are 
thus deformed from birth are obliged to 
learn the art and methods of articulation 
by slow and painful processes. The organs 
require the training which is necessary for 
one who acquires a new language. 

Baker believed that an appliance 
should be constructed not only for the 
purpose of filling the cleft, but on 
physiological principles in relation to 
the natural muscle movements. The 
closure should be under complete con- 
trol of the muscles. For this reason, 
success of the obturator in speech de- 
pends upon the cooperation and deter- 
mination of the patient. Baker’s appli- 
ance consisted of a non-elastic, rigid 
artificial velum that was hinged to the 
palatal plate. Figure 7 (a) shows the 


completed appliance with hinge at- 
tachment while Figure 7 (b) shows 
the device in position. The dotted lines 
indicate the superior portion of the 
artifical velum resting on the cleft 
edges of the soft palate (1, 183-184). 

Even though dentists generally 
seemed to favor the old Kingsley 
theory, Stiersen’s method began to 
gain prominence. In 1887, Dr. J. Bond 
Lettig gave a demonstration of this 
obturator before the New York 
Odontological Society. The case was 
one of congenital fissure. It must be 
remembered that the principle behind 
this obturator was the obtaining of 
closure by the contraction of the su- 
perior constrictor muscle around an 
obturator bulb made of hard rubber. 
The bulb was usually hollow to de- 
crease its weight. Dr. Lettig filled the 
bulb of his obturator with aluminum 
to lighten the appliance. His patient 
first read some selections without the 
obturator and again with the obtura- 
tor in place. The improvement in 
speech was so remarkable that it 
elicited applause from the members of 
the society. Dr. Lettig (10, 312) 
stated : 
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OBTURATOR DESIGN 


I have made several obturators with the 
hinge and spring, but I do not know that 
they have any advantage over the one I 
have exhibited here this evening. 

Schiltsky, in 1882, presented a new 
type of obturator. A soft rubber bulb 
was attached to the posterior end of 
a spiral spring which passed back at 
an angle approximating that of the 
normal soft palate. The anterior end 
of the spring was inserted into a socket 
on the posterior edge of the plate 
where it was secured by a small set 
crew. The bulb was large and hollow 
to eliminate posterior weight in order 
to better balance the appliance. The 
spiral spring connection permitted the 
bulb to move with the action of the 
pharyngeal muscles without placing 
weight on the edges of the soft palate 
cleft (14, 870). The spring shank can 
be seen plainly in Figure 8. 

















Ficure 8. Obturator by Schiltsky, 1882. 
(After Segre.) 


Schiltsky’s obturator was improved 
upon in 1890 by M. Bruegger (2, 142- 
143) of Kreutzlingen, Switzerland. 
Bruegger discovered that the bulb on 
Schiltsky’s appliance did not adequate- 
ly close the naso-pharynx during the 
production of sound because of the 
yielding of the soft rubber which 
rapidly lost its shape. Bruegger con- 
structed his obturator bulb of cork 
which was combined with a slightly 
compressible rubber. This gave a suf- 
ficient resistance for the pharyngeal 
muscles to maintain closure. Brueg- 
ger’s appliances were similar to those 
of Schiltsky’s (see figures). Some of 
3ruegger’s patients, after treatment 
with his appliances, became very fine 
singers. 

Between 1888 and 1903, Martin de- 
veloped an obturator with a unique 
system of anchorage. Attached to the 
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Ficure 9. Obturator by Bruegger, 1890. 


(After Segre.) 


superior suface of the plate was a 
soft rubber, balloon-like section which 
was inflated with water, thus holding 
the obturator in place, as reported by 
Segre (14, 871-872). Martin’s appli- 
ance, shown in Figure 10, was adopted 
by some workers in cleft palate treat- 
ment but never gained wide popularity. 

Several attempts were made to com- 
bine the principles of the artificial 
velum and the rigid obturator. In 1894, 
Dr. J. W. Rhone, (13, 546), of Belle- 
fonte, Pennsylvania, presented such 
an appliance before the Odontological 
Society of Pennsylvania. It consisted 
of a hard rubber obturator plate, 
which was usually common to both 
types of appliances, and a hinged hard 
rubber velum. There is little possi- 
bility that the appliance was success- 
ful since the hard rubber velum 
weighed more than the earlier models 
so would cause too much strain on the 
adjacent muscles. 

Previously, the general belief among 
prosthetic dentists of the time had been 
that appliances should be constructed 
only for adults. There were several 
reasons for this. If a child were fitted 
with an appliance, he would be com- 

















Ficure 10. Obturator by Martin, 1888. 


(After Segre.) 
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pelled to discard it later because of 
mouth and jaw development. This 
would necessitate the expense of hav- 
ing a new one made, and appliances 
were costly. It was thought that such 
an apparatus in a child’s mouth would 
be an annoyance. Kingsley (6, 489) 
found, however, that there were defi- 
nite advantages in fitting children with 
obturators. With obturators, he held, 
children are usually prevented from 
forming improper speech habits. They 
learn to speak by imitating those with 
whom they associate and appliances 
compensate for the deformed oral 
structures. This problem is still raised 
by dentists and speech pathologists. 

With the year 1902, there came a 
new type of obturator that was des- 
tined to be looked upon as a boon to 
those suffering with congenital clefts. 
Its inventor, Dr. C. S. Case (3, 49, 54) 
of Chicago, first presented this ob- 
turator at the meeting of the National 
Dental Association in Niagara Falls. 
His appliance differed from Kingsley’s 
in that the edge of the velum portion 
of Kingsley’s was thin and the center 
portion thick while Case’s velum con- 
tained a solid rubber roll, about one- 
fourth of an inch in diameter, around 
the edge. The velum was_ three- 
cornered, flaring from the central thin 
portion, and so placed that its outer 
flat surface conformed to the pharyn- 
geal walls. Case’s appliance prevented 
early deterioration and curling of the 
edges, and had a greater stability of 
movement, maintaining a firm contact 
with the pharyngeal muscles. It was 
flexible enough to give comfort to the 
wearer. 

Case’s obturator’s construction pre- 
sented certain principles that have 
carried over to current methods. After 
a model of the patient’s cleft was 
made, wire was bent, inserted into the 
posterior portion of the plate and in- 
troduced into the patient’s mouth for 
correction. Case (3, 56) mentioned, 
regarding corrections made in the 
wire, that “The posterior line of wire 
should rest just in front of or slight- 


ly above the greatest contracted ex- 
tension of the superior pharyngeal 


muscle.’ 
s 


Ill 

Up to this time, attempts to treat 
congenital cleft palate by prosthesis 
were largely on a trial and error 
basis. Dentists considered their ap- 
pliances to be successful if they 
could distingush a moderate change in 
voice quality. Some of the appliances 
were probably close ‘to perfection, but 
it is doubtful that ‘they were in the 
majority. 


Dr. G. A. Whiddincs (15, 1036), ad- 
dressing the American Dental Society 
of Europe, in 1909, said, in speaking 
of the Martin appliance and others 

. they all had Kingsley’s fault, in that 
they were movable and gave the air an op- 
portunity to pass through the different parts 
of the obturator into the nose. Another 
great disadvantage of these movable obtur- 
ators is that the tissues are always under 
a certain pressure due to springs in the ob- 
turator itself to hold the different parts of 
the obturator closely to the surrounding 
soft parts. This pressure in time caused an 
enlargement of the congenital fissure and 
an enormous atrophy of the muscles. At the 
same time all these obturators, although 
they were made for the purpose of aiding 
the various muscles concerned, in reality 
caused not only an atrophy by pressure, but 
also an atrophy of the muscles by prevent- 
ing the normal functions of the same. 

The Director of the University Hos- 
pital for Speech Defects in Berlin, 
Dr. H. Gutzmann, (6, 692), published 
the results of scientific research that 
he had completed in regard to speech 
sounds and obturator cases. He found 
that upon the introduction of a ‘well- 
fitting temporary obturator,’ the vocal 
quality underwent a decided change 
from nasal to clear and metalic. Many 
of the appliances, he discovered, were 
too large, causing de-nasality. 

More changes in obturator design 
were attempted. In 1913, Dr. Vetlake 
E. Mitchell (12, 836-840), who be- 
lieved that the vomerine process of 
the nasal septum was important in 


“vocal resonance, built an obturator 


with this theory in mind. He felt that 
this process of the septum acted in 
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OBTURATOR DESIGN 


much the same way as does the sound- 
ing board of a piano. Because of this, 
he constructed extensions on the plate 
portions of his appliances to restore 
the missing portion of the septum. 

Other changes in design were tried, 
some meeting with a certain amount of 
success. Improvements in materials 
have probably been of greatest im- 
portance during the present century, 
together with more modern techniques 
of construction. One of the present 
recognized authorities on cleft palate 
prosthesis was introduced to his fel- 
low dentists by means of a publica- 
tion in 1923. Dr. John J. Fitzgibbon 
of Holyoke, Massachusetts, holder of 
the rank of Fellow in the American 
Speech Correction Association because 
of his outstanding work, can be com- 
pared, in one respect, with the earlier 
Dr. Stearn. Dr. Fitzgibbon, himself, 
suffers from a cleft palate. This fact 
has aided him in his work from the 
standpoint of thoroughly understand- 
ing the problems, both physical and 
psychological, of the cleft palate pa- 
tient. He has probably done more than 
any other worker to promote the rigid 
obturator and to discredit the non- 
efficient, uncomfortable artificial mov- 
able velum appliance. Fitzgibbon 
(4, 713), in 1923, said: 


The method of producing normal speech 
with an appliance is entirely different from 
that employed with a normal palate. Real- 
ize the fact that in place of the natural 
velum the individual has a foreign mass, 
which at best, is a poor substitute for the 
natural structure. Unless the teacher un- 
derstands the construction and the basic 
principles of this substitute, the pupil can 
benefit but little from his training. 


Fitzgibbon’s theories are now gen- 
erally accepted by dentists and physi- 
cians. It was the opinion of earlier 
surgeons that clefts of the palate could 
be corrected by surgical methods, re- 
gardless of the nature of the clefts. 
However, clefts vary greatly in the 
amount of tissue available for closure. 
Dr. Fitzgibbon (4, 715) has said: 

If the patient is disfigured externally, all 
possible corrective surgery should be done. 


The palate should be closed if possible, thus 
insuring the patient against infections of 
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the naso-pharynx and protecting the orifice 
of the auditory tube; also necessitating 
much less bulk and weight to the appliance. 

During the early 1920’s Fitzgibbon 
was a firm believer in the use of gold 
for obturator construction. His rea- 
sons were that gold could be easily 
cleaned and*would not absorb the oral 
nasal secretions. Many of his more re- 
cent appliances, however, contain den- 
tal plastics. 

Today, obturators are constructed 
usually from models obtained by the 
muscle trimming technique. This meth- 
od has been greatly improved since it 
was first introduced by Siiersen. No 
standard method of construction is 
possible since each case presents its 
own respective problems. Care must 
be taken in construction to secure cor- 
rect closure of the naso-pharyngeal 
port, to prevent interference with nor- 
mal breathing and deglutition, to in- 
sure comfort to the wearer, to insure 
oral hygiene, to make certain that the 
appliance will not rock with the action 
of the pharyngeal muscles and to 
furnish an appliance that will not in- 
terfere with correct consonant articula- 
tion. 

Vaughn (18, 192), among others, 
believes that an obturator should be 
considered as an aid in speech cor- 
rection of cleft palate patients and not 
as a final substitute for parts deformed 
or missing. Exercises must be planned 
to develop the pharyngeal muscles to 
close around the obturator bulb to ob- 
tain closure of the naso-pharynx. The 
obturator must be looked upon as an 
aid to speech and not as a substitute 
for missing parts in planning the exer- 
cises. 

IV 

The treatment of a case of cleft 
palate cannot be considered com- 
plete with the finishing of an ob- 
turator. This is only half the job. Of 
equal importance is the training in 
the use of the finished appliance. Not 
only does this concern the speech 
pathologist but the prosthodontist as 
well. He must know how his obtura- 
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tor is to be used before he can do an 
acceptable piece of work in its con- 
struction. On this point Dr. Fitz- 
gibbon (5, 40) has written: 

Orthodontics for the general practitioner 
may be a questionable procedure, but palate 
prosthesis is far more hazardous. The at- 
tempt of the practitioner, With but little 
skill and experience, to cotistruct a speech 
appliance, results in disappointment for the 
operator and despair for the patient—often 
far more acute than it is realized. Cleft pal- 
ate prosthesis is a highly specialized field. 
The palate prosthetist must be capable of 
judging the limitations of surgery, the 
value of good operative dentistry, the pos- 
sibility of orthodontic intervention, and the 
modifications of technique in constructing 
speech appliances. He must have a knowl- 
edge of speech pathology and, most im- 
portant, he must know how to correlate all 
corrective methods for the best possible re- 
sult. 

The patient must, first of all, be 
put in the proper mental attitude. As 
is generally true with most speech de- 
fectives, the cleft palate patient often 
has a feeling of inferiority because 
he believes himself to be ‘different’ 
from other people. If the patient has 
been raised from childhood in such 
a way that his disorder has not taken 
a place of primary importance in his 
life, the speech pathologist’s work will 
be easier. Continuous cooperation must 
be obtained in the practice of exercises 
if progressive improvement is to be 
made. Since the congenital cleft palate 
patient has never been physically able 
to master correct speech habits, the 
speech correctionist’s work must be 
aimed at breaking down the incorrect 
habits, substituting correct habits and 
teaching the patient to carry over the 
correct speech habits into daily use. 

The pharyngeal muscles that must 
be developed are the levator veli 
palatini, the superior constrictor and 
the salpingo-pharyngeus. These 
muscles normally tense to produce 
naso-pharyngeal closure in speech. 
Strengthening exercises should begin 
with blowing and sucking activities. 
Simple blowing exercises should be as- 
signed at first, with a brief explana- 
tion—to the adult patient—of the ac- 
tion that takes place when naso- 





pharyngeal closure is obtained. He 
should observe, with the aid of a mir- 
ror, the tension of the visable muscles 
in the pharynx. A list of suggested 
exercises, beginning with those that 
can be done easily and concluding 
— those that are more difficult, fol- 
ows: 


1. Blow bubbles in a glass of water 
through a straw. Use a straw in drinking 
water and milk. 

2. Blow a paper ball across a flat sur- 
face, gradually increasing the size of the 
ball. Keep a record of the distance the ball 
moves. 

- 3. Blow a feather in the air. See how 
long it can be kept floating. 

4. Blow a piece of paper against a 
smooth-surfaced wall, gradually increasing 
the size of the paper. 

5. Blow a pin-wheel that will spin easily. 

6. Whistle, using the lips, not the tongue 
and teeth. This will help increase motility 
of the lips. 

7. Blow whistles, beginning with those 
that require little air pressure. 

8. Inflate rubber balloons, keeping the 
nozzle at the lips and preventing the balloon 
from deflating. 

9. See how high water can be blown in 

a large water manometer. Keep a record of 
the heights and, later, record the length of 
time the maximum height is maintained. 
_ 10. See how high mercury can be raised 
in| a mercury manometer. Record the 
heights and, later, record the length of time 
the maximum height is maintained. 

11. Cut a small hole in an orange and ex- 
tract the juice by sucking. 

Blowing exercises alone will become 
very tiresome to the patient and he 
will become discouraged. Vocal and 
speech exercises should be initiated, 
therefore, as soon as possible. These 
should begin with proper closure dur- 
ing the phonation of vowel sounds 
since these do not require a concen- 
trated building of air pressure in the 
oral cavity or oral pharynx. The first 
vowel sound should be [a] since the 
patient can observe the closure with 
a mirror during its phonation. ‘Per- 
fection’ must be obtained before work- 
ing with the next sounds. It is sug- 
gested that the vowel sounds be taken 
up in the following order: [a], [9], 
(z], [e], [I], [u] and [i]. As soon as one 
sound is well learned, a list of mono- 
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syllabic words should be practiced. 
These words, of course, are to con- 
tain the respective sounds that have 
been perfected. The words should not 
contain stop-plosive sounds, for ex- 
ample, until the stop-plosives have 
been practiced. 

Consonant sounds should next be 
studied, with an explanation of their 
respective correct articulations. A 
minimum of attention should be paid 
to the nasal consonants since these are 
most likely to be normal. Begin with 
the glide sounds [], [w], and [j]. 
Semi-vowels, fricatives and stop-plo- 
sives should follow in order. All sepa- 
rate sounds should be combined in 
word lists and, later, the words should 
be combined in short sentences. 

Treatment of speech through the 
use of exercises is futile if the correct 
speech habits are not carried over in- 
to daily speech situations. The im- 
portance of this can be explained to 
the adult patient. For children, it is 
often necessary to obtain the coopera- 
tion of the parents and teachers. 

If the obturator, after a reasonable 
period of use, becomes uncomfortable 
or moves with the action of the 
pharyngeal muscles, the speech path- 
ologist should advise a return visit to 
the prosthodontist for adjustment of 
the appliance. The speech pathologist 
should also pay attention to the muscu- 
lar development in its relation to the 
obturator bulb so that he can advise 
trimming of the bulb when necessary. 

Cooperation between the prostho- 
dontist and the speech pathologist is 
essential in treating the cleft palate 
patient and in giving him a chance for 
normal living. Between the two, a feel- 
ing of satisfaction for a job well done 
and a sincere respect for each other’s 
work will amply repay them for the 
time and patience that is required for 
successful treatment. 


. Brurccer, M. 


. RHONE, 


. Stoprpany, G. 


. Vaucun, H. S. 
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News and Announcements 


(Continued from Page 110) 


Robert Harrington. Dr. Edward Bink- 
ly, research fellow in pediatrics, has 
been assigned as medical consultant 
to the clinic. He is directing a study 
of the relation of the RH blood factor 
to cerebral palsy. 


Dr. Alex W. G. Ewing, of Man- 
chester University, England, and Dr. 
William Cawthorne, eminent English 
otologist, have been elected to Honor- 
ary Memberships in the American 
Otological Society. It has been some 
years since a similar honor has been 
accorded anyone by the Society. 


PERSONALS 
Dr. Donald A. Schultz has recently as- 
sumed his duties as Speech Pathologist at 
the Birmington Veterans Hospital, Van 
Nuys, California. During the war he was 
Officer-in-Charge of Speech Intelligibility 
at the Corpus Christi Naval Air Station. 


Miss Ruth Coffman, fo formerly of the 
Speech and Hearing Clinic at Ohio Uni- 
versity, has joined the staff ot the Speech 
Department at the University of Alabama, 
as Director of the Speech Clinic. Miss Coff- 
man will teach the elementary courses in 
speech correction and supervise the work 
of the clinicians in the clinic. 


Mrs, Juliette M. M. Gratke has resigned as 
director of the Cerebral Palsy Clinic, Chil- 
dren’s Hospital, Denver, and has assumed 
the position of director of a pre-school for 
cerebral palsied children under the auspices 
of the Crippled Children’s Society of Dal- 
las, Texas. 


Jon Eisenson was granted a leave of ab-* 
sence by Brooklyn College for the curren: 
academic year. During the period of hi 
leave he will be Director of the Queens 
College Speech Center at Queens College, 
Flushing, and will act as consultant in prob- 
lems of speech. for the New York Regional 
Office of the Veterans’ Administration. 


Priscilla Pittenger has resigned from the 
faculty of the Alexander Graham Bell 
School, Cleveland, Ohio, to accept a posi- 
tion on the staff of the Veterans Admin- 
istration Regional Office in New York City. 
She is in charge of the speech reading pro- 
gram for hearing rehabilitees. While in 
service she was on the staff of the Naval 
Hearing Rekabilitation Unit. 


Boyd V. Sheets, formerly of the Univer- 
sity of Minnesota Speech Clinic staff a: 
more recently of the University of Utah 
Speech Clinic staff, has returned to the Uni- 
versity of Minnesota Speech Clinic as 
Speech Clinician. 

Dr. Clarence Hudgins has resumed his 
duties in the Research Department, Clark 
School for the Deaf, Northampton, Massa- 
chusetts. During the war period he was at 
the Psycho-Acoustic Laboratory, Harvard 
University. 

Florence Olsen has accepted a position on 
the staff of Central Institute for the 
Deaf. She will also work on her doctorate 
under Dr. Hallowell Davis. Miss Olsen was 
Acting Supervisor of Hearing Therapy, In- 
diana State Teachers College, for the past 
two years. 

Stanley Ainsworth is on leave from Indi- 
ana State Teachers College while working 
on his Doctorate at Northwestern Univer- 
sity. He has recently had a speech correc- 
tion drill book, Galloping Sounds, published 
by the Expression Company. 

Dr. Charles Pedrey has joined the faculty 
of Michigan State College, East Lansing, 
Michigan, as Director of the Speech and 
Hearing Clinic. While in service he was 
Speech Pathologist in the Hearing and 
Speech Rehabilitation Clinic, U. S. Naval 
Hospital, Philadelphia. Dr. Pedrey was for- 
merly on the staff of Stephens College. 


Frances Patton is now an instructor in 
the Speech Clinic at Purdue University, and 
Florence Heywood has been appointed 
head of the Purdue Travelling Hearing 
Clinic. Both Miss Patton and Miss Hey- 
wood were members of the United States 
Navy (Women’s Reserve) and served in 
the Naval Hearing Rehabilitation Clinic in 
Philadelphia. 


Dr. D. W. Morris has resigned from the 
faculty of Indiana State Teachers College 
to go to Ohio State University as Profes- 
sor of Speech in charge of speech correc- 
tion, hearing therapy, and experimental 
phonetics. Dr. Morris assumed his post at 
Ohio State on October 1 


Dr. William G. Hardy has accepted a 
civil service appointment as Director of the 
Hearing and Speech Rehabilitation Clinic, 
U. S. Naval Hospital, Philadelphia. He held 
this same post as a Naval officer until Aug- 
ust of this year. 
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Book Reviews 


125 


Ernest H. Henrikson, Editor* 


Levine Maurice. Psychotherapy in Medi- 
cal Practice. New York: MacMillan, 
1945. Pp. 320. 


This book is written by a practitioner and 
teacher of psychiatry for the physician in 
general practice. It is not intended for pa- 
tient use, and it is not to be regarded as 
suitable reading material for the general 
public. The, book does not discuss the prob- 
blems of stuttering or other speech disor- 
ders, but the author feels that ‘the general 
principles described in the book govern the 
treatment in all of these special cases.’ 


The author begins with a discussion of 
24 popular misconceptions regarding nerv- 
ous and mental disorders. Here he discusses 
such topics as heredity, masturbation, over- 
work, punishment, coddling, etc. 


In presenting methods of psychotherapy 
the author discusses thirty techniques which 
are available to the general practitioner. 
These include such procedures as medicinal 
treatment, reassurance, psychotherapy, oc- 
cupational therapy, suggestion therapy, bib- 
liotherapy, confession and ventilation, de- 
sensitization, etc. The following techniques 
are regarded as methods more suitable to 


the specialist: psychotherapy associated 
with shock therapy, hypnosis, psychoanal- 
ysis, moditied psychoanalytic methods 


(short term psychotherapy), psychoanalytic 
prescriptions, child analysis, group psycho- 
therapy, individual play therapy, group play 
therapy, distributive analysis. 


The author devotes special chapters to 
suicide risks, the study of psychogenic fac- 
tors, sex and marriage, the problems of par- 
ents and children, etc. In an interesting 
chapter on basic attitudes toward children 
he offers the following thirteen precepts: 

1. “... parents should try to give a child 
a feeling of security, of there being some- 
one who will stand by, to help, in a time of 
trouble or difficulty.” 

2. “. . . the child is to be 
that it is loved and wanted.” 

sce fear and punishment are to be 
avoided as much as possible in training a 
child.” 


made to feel 





* Ernest H. Henrikson (Ph.D., lowa) 
is Chairman of the Division of Public 
Speaking and Speech Correction and Direc- 
tor of the Speech Clinic at the University 
of Colorado. 


4, “... the child should be given a chance 
to learn independence and to take responsi- 
bility.” 

Ls the parents, as well as the doctor, 
should be calm, tolerant and unshocked, 
when the child gives evidence that it is an 
animal, and has animal impulses.” 

6. “. . . parents should be as consistent 
as they can, to avoid in the child the bewil- 
derment of conflicting attitudes.” 


7. “... it is unwise to make a child feel 
inferior.” 
8. “... it is unwise to force a child be- 


yond its capacity.” 

SA the child’s feelings and wishes 
and desires should be respected even though 
they are not exactly in accord with the de- 
sires of the parents .. . the child should be 
permitted the satisfactions of its desires 
and wishes, within the broad limits of real- 
ity.” 

10. “. . . all of the questions asked by 
children should be answered frankly and 
honestly without giving more than the child 
asks for or can understand.” 


11. “. .. parents should show an appre- 
ciation of and interest in what the child is 
doing, even though by adult standards it 
is not important or interesting.” 

12. “... even if the child does have dif- 
ficulties or problems, it should be treated 
as much as possible as if it were essentially 
normal and healthy.” 


13. “. .. in the guidance of a child it is 
better to foster the goal of growth and de- 
velopment and improvement, rather than 
the goal ot perfection.” 

This book may well be said to have ac- 
complished its purpose in presenting psycho- 
therapy in a readily available form for the 
general practitioner of medicine. 


C. S. BLueMet.. 
Denver, Colorado 
Ewinc, Irene. Lipreading and Hearing 
Aids, Manchester, 3 Manches- 
ter Univ. Press, 1944, Py 


This book provides a iat straightfor- 
ward discussion of the nature of the handi- 
cap which deafness imposes, and the means 
whereby lipreading may alleviate that han- 
dicap. Brief reference is also made to the 
combined use of acoustic amplification and 
lipreading, although the main value of this 
book lies in its discussion and lessons on 
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lipreading. It is a useful book for the 
teacher and lipreader alike. 


The book has two main parts. The first 
section (43 pages) is one of explication. 
The second part (30 er presents twen- 
ty lesson plans in full outline.. 


The information contained in the discus- 
sion section is good for an introduction to 
the subject although the seven short chap- 
ter headings are sometimes rather mislead- 
ing. Such topics as this are discussed: The 
genuine help to be obtained from lipread- 
ing; the need to combine lipreading with 
the use of acoustic amplification; the nature 
of the cooperation required of both persons 
carrying on a conversation; what the hard- 
of-hearing person can do to bring about 
this cooperation; what to expect and how 
to get the best results from training in lip- 
reading; the qualifications needed by the 
successful teacher; the need to provide a 
combination of physical, mental and social 
activities in each lesson; the need to think 
‘meanings’ rather than ‘movements’; the 
conditions affecting successful practice of 
lipreading (such as lighting, distance, con- 
text); the types of deafness, their effects 
upon speech and their relationship to the 
use of hearing aids; and the conditions for 
successful use of hearing aids. 


The section of lesson outlines provides 
for twelve sessions in Course A and eight 
sessions in Course B. Course A gives the 
basic information and drill necessary to the 
art of lipreading. Course B is intended to 
develop further skill and versatility for the 
patient. 

The teacher of lipreading will find the 
lessons well organized for interest, variety 
and efficiency of presentation although there 
is little or no new information in the book. 
The lessons are sufficiently explicit for the 
beginning teacher and, if he uses imagina- 
tion and ingenuity, he should find the book 
very helpful. 

The author’s emphasis upon the. social 
nature of speech and her very practical 
suggestions for the development of a 
healthy attitude toward the problem of 
deafness are good. The style is conversa- 
tional, the organization casual (too casual 
at times), and there is a minimum of theo- 
retical argument to bewilder the lay reader. 
Unfortunately, the discussion of hearing 
aids and their relationship to types of deaf- 
ness is too brief to. be helpful. 

The little book is in the main a good one 
and deserves a place in your professional li- 
brary. 

Hartan Boomer. 
University of Michigan 


Gutian, Marjorie. Speech Training for 
Children. Tima: Evans. Pp. 59. 


This pocket-sized, paper-covered book is 
directed toward the improvement of the 
spoken language of children in the elemen- 
tary grades by presenting information and 
suggesting classroom procedures to their 
teachers, 

In an introductory section of less than 
two pages, tour main faults in the speech 
of children and adults are listed: (1) poor 
quality and quantity of tone; (2) faulty 
vowels; (3) thick, muffled utterance; (4) 
lack of muscular activity of lips, tongue, 
and jaw. The remaining fifty-five pages are 
divided among six lessons and two appen- 
dices. 

The first lesson deals with breathing in a 
simple, direct way. The suggestions about 
‘bringing the upper chest forward’ in estab- 
lishing the ‘correct breathing’ position is 
very helpful in gaining active control of 
the breath stream. Procedures for improv- 


ing the vowel sounds are given in Lessons . 


2 and 3. Here, again, the suggestions are 
clear and to the point. Lesson 4 presents 
material for drill on the nasal sounds and 
for practice in using the soft palate. The 
consonant sounds are dealt with in Lessons 
5 and 6. The ‘lipping’ exercise for improv- 
ing the articulation of the consonant sounds 
is a good one. Appendix I presents ideas 
concerned with ‘senior work’ and discusses 
‘speed with accuracy’ and gives ‘projection’ 
exercises. Appendix II provides additional 
exercise material. 

From a scientific point of .view one un- 
favorable criticism should be expressed. 
Although the author recognizes the part 
that resonance plays in the production of 
the nasal sounds, the resonance factor op- 
erating in the production of the vowels is 
ignored. The ignoring of this resonance ef- 
fect for the vowel sounds introduces in 
Lesson 4, an inconsistency through the 
stressing of the widening of the mouth 
opening, thereby overlooking the articula- 
tory requirements for good vowel sounds 
elaborated in Lessons 2 and 3. 


The student who has had a beginning ‘ 


course in speech re-education would find 
little new intormation in this book. It can, 
nevertheless, help the elementary classroom 
teacher by providing information about 
speech and procedures for helping pupils 
with their speech. 

F. Lincorn D. Hoimes 


Illinois State Normal University 
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Abstracts of Current Articles 


Davis, H., Huperns, C. V., Marguts, R. J., 
Nicuois, R. H., Jr., Peterson, G. E., 
Ross, D. A. and Stevens, S. S. The se- 
lection of hearing aids. Parts I and II. 
Laryngoscope, 1946, 40, 85-115, 135-163. 


In Part I of this report on research com- 
pleted on a contract between the Office of 
Research antl Inventions, U. S. Navy, and 
Harvard University at the Psycho-Acoustic 
and Electro-Acoustic Laboratories of Har- 
vard University, the authors suggested that 
’objective tests for the “fitting” of hearing 
aids are either too arbitrary, too elaborate, 
or too inconclusive to be made the basis of a 
general routine procedure.’ The second arti- 
cle deals with the limitations of various 
tests proposed for the ‘fitting’ of hearing 
aids and with a number of practical sugges- 
tions to be observed in the selection of 
hearing aids. These suggestions include 
simplification of objective tests; discover- 
ing special problems and unusual features 
of cases; keeping in mind medical and psy- 
chological (and psychiatric) aspects of each 
case. It is predicted that as hearing aids 
are improved, objective selection of an aid 
for a given case will be reduced ‘to a toler- 
ance test to determine the appropriate maxi- 
mum acoustic output’ but that as engineer- 
ing problems are solved, the psychological 
problems of the individual patient will re- 


main essentially unchanged. (Jeanette An- 
derson.) 
LepERER, F. L., and Harpy, W. G. Three 


types of civilian hearing clinics. Hear- 
ing News, 1946, 14, 7-1 


Thinking in terms of hind types of estab- 
lishments that may serve civilian and future 


veteran needs of aural rehabilitation, the 
following plan is suggested. 
1. The University Medical Clinic. A 


complete rehabilitative organization scaled 
mich as is the Navy’s center in Philadel- 
phia, fully staffed and fully equipped to as- 
sume every responsibility relating to prob- 
lems of hearing disability, speech disorders, 
conservation of hearing and training of 
speech habits. A university center, prefer- 
ably one directly associated with an oto- 
laryngological department seems to lend 
itself best to this design. It should assume 
leadership in training professional person- 
nel and in disseminating to various state 
and community organizations the knowledge 





* Mary Huber (Ph.D., Wisconsin) is in 
private practice, 125 E. 74th Street, New 
York City. 


. 


Mary Huber, Editor* 


of methods and practices necessary to meet 
local problems. 

2. The Metropolitan Clinic. A hospital 
centered hearing clinic where efforts are 
directed solely toward the rehabilitative 
task with no special provisions for public 
educational and research projects. It would 
furnish all necessary services for diagnosis 
and treatment, for evaluating and fitting 
hearing aids, for training the patients’ re- 
sidual hearing and for teaching the funda- 
mentals of speech reading. It is assumed 
that the services of some of these metro- 
politan and university clinics, as well as 
those of the military centers already estab- 
lished would be employed for veterans. The 
transferral methods and the principles of 
aural rehabilitation developed recently by 
the Army and Navy seem to furnish ready 
means to establish the structure necessary 
for adequate treatment and training of the 
aurally disabled in metropolitan areas. 

3. The District Clinic. A third type of 
establishment would be necessary to pro- 
vide essential aural rehabilitation in rural 
districts. These hearing centers or mobile 
units would be substantially supported by 
state and district educational funds. Mu- 
ray and county hospitals would seem to 
be feasible sites. Basic rehabilitative serv- 
ices, such as competent audiometry, funda- 
mental auditory training and instruction in 
speech reading as well as educational and 
vocational consultation should be at hand. 

It is assumed that all these proposed clin- 
ical centers for speech and hearing disabil- 
ities would do everything within their pow- 
ers to expedite general public education and 
specific reeducation programs for conser- 
vation of hearing. (M. H.) 


McKenzir, Donarp A. But languages are 
different! Amer. Assn. Univ. Prof. 
Bull., 1946, 32, 57-63. 

‘... only the teacher, preacher, or orator 
learns to think about the words he uses.’ 
It is McKenzie’s contention that our use of 
language can be raised from an emotional 
to an intellectual level but that in order to 
teach students to do this, the instructor 
must persuade them to abandon their un- 
conscious, normal speech patterns and to 
substitute a revised set of speech responses 
to familiar stimuli. If teachers would do 
this, he concludes, they must bring to their 
teaching humor, spirit, enthusiasm and pa- 
tience. The speech correctionist who must 
destroy old habit patterns and build new 
ones can affirm these truths. (Jeanette An- 
derson.) 
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Myx.esust, H. R. Significance of etiology 
in motor performance of deaf children 
with special reference to meningitis. 
Amer. J. Psychol., 1946, 59, 249-258. 

This study was conducted in order to de- 
termine whether differences in motor abil- 
ity exist between deaf children classified 
etiologically. The division of 203 subjects 
between the ages of 5 and 21 was made on 
the basis of medical and social histories. 
The divisions are as follows: endogenous 
(familial in accordance with Mendelian 
principles), presumptively endogenous, ex- 
ogenous other than meningitis (non-famil- 
ial), meningitis, and undetermined. 

The Heath Rail-Walking Test, an index 
of loccomotor coordination and a quanti- 
tative measure of general motor control, 

was administered to the subjects who are 
in the New Jersey School for the Deaf. 

The test revealed progression in motor 

ability with maturation, the males being 

superior to the females. The mean scores of 
the two sex groups checked with a group of 

South Dakota deaf students used as con- 

trols. 

As to differences in motor ability be- 
tween etiologic groups, the test showed the 
undetermined group to have a slightly 
lower mean motor score than the two en- 
dogenous and first exogenous groups. The 
meningitis group (10% of the entire 
group and containing 4 times as many 
males as females) was found to be defi- 
nitely inferior in motor ability to the other 
four groups. Rotation and caloric tests ad- 
ministered to the meningitis victims re- 
vealed the existence of pathological condi- 
tions in the semi-circular canals. It was 
found that, among these students, age at 
the time of the infection and amount of 
treatment caused differences in their motor 
abilities relative to each other. 

The author suggests that there might be 
specialized educational treatments for the 
various etiologic groups on the basis of the 
above information. He also suggests that 
there be a maturational standardization of 
the Heath Rail-Walking on normal subjects 
so that comparisons might be made between 
deaf and normal oo. in the various age 
‘groups. (Tamara Pollack, Halloran Gen- 
eral Hospital.) 


Michigan’s hearing 
Hearing News, 


Osporn, Courtney D. 
conservation program. 
1946, 14, 2-4, 20-21. 

The author is senior consultant in hear- 
ing, Bureau of Maternal and Child Health, 

Michigan Department of Health. This is a 

publication of an address delivered at the 

Central Zone Conference of the American 

Hearing Society held in Toledo, Ohio, June 

1946. Dr. Osborn discusses the broader aims 

and aspects of the hearing conservation 

program in general, as seen after four 
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years of experience with a state-wide pro- 
gram in Michigan. 

We should consider hearing conservation 
as being primarily a preventive program, a 
public health program, but one which de- 
mands the cooperation of many agencies. A 
report from Sweden is cited where a 25- 
year experimental program of hearing test- 
ing followed by prompt medical care re- 
duced the incidence of hearing loss from 
about five per cent to fifteen per cent and 
attendance in classes of lip reading had 
been reduced by fifty per cent. 

Teachers’ reports of symptoms or be- 
havior characteristics cannot be used as a 
method of selecting children with hearing 
losses. By trying to find the child who is 
not getting along in school because of an 
unrecognized hearing loss we may overlook 
the child who is no problem but who has an 
active infection in his ears. 

The range where medical care seems to 
be most successful is before the child’s 


- hearing becomes damaged to the extent 


that it interferes with hearing for speech. 

Over fifty per cent of the cases in the 
Michigan program who received medical 
treatment when it was recommended have 
shown improvement in the range of- normal 
hearing. 

A hearing conservation program should 
have as its primary objective, the preven- 
tion or modification of hearing loss through 
(1) health education of the public in ways 
of maintaining or conserving good hearing; 
(2) a case finding program for hearing 
losses followed by prompt medical examina- 
tion and treatment when necessary; (3) co- 
operation with other agencies in securing 
educational and vocational rehabilitation 
when hearing losses are permanent and not 
correctable. (Arthur Secord, Brooklyn Col- 
lege.) 


SHERIDAN, Mary D. Hearing and speech of 
school children. Speech Journal of the 


College of Speech Therapists (Brit.), 
1946, 10, 8-11 
Sheridan presents a preliminary report 


on her research into ‘the problem of the 
relation of speech and hearing.’ She found 
in the course of investigating the speech of 
3800 school children in London, Manchester 
and Cornwall that defects of s and th oc- 
curred most often and that r defects were 
second in frequency of occurrence. She con- 
cludes that mentally defective children are 
more likely to be defective in speech than 
are children of normal intelligence; that in 
high tone deafness the clinical and educa- 
tional picture may closely resemble that of 
mental deficiency; that ‘auditory attention’ 
may be a factor of intelligence; that a 
school medical officer ought to have train- 
ing in ‘audiometry and phonetics and in the 
application of clinical voice tests of- hear- 
ing.’ (Jeanette Anderson.) 














